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The one constant in life is change, and this is certainly evident 
as I look back on everything that has happened in medicine and 
particularly in the area of heart disease since I wrote the first edi¬ 
tion of Reversing Heart Disease. The scientific literature on the 
understanding and treatment of heart disease has exploded, and 
so has our access to it. When I was writing the first edition of this 
book, I spent hours and hours in the medical library, poring over 
musty volumes of scientific studies and scribbling notes on yellow 
legal pads. Today 1 have instant access to ten million studies 
through the National Library of Medicine's Web site. 

In the mid-1980s, we were just beginning to understand how 
arterial blockages developed. In the intervening years, dozens of 
biochemical interactions involved in this complex process have 
been identified. Back then, elevated cholesterol was felt to be the 
>ole cause of heart disease. Today we know it is only one of a 
number of factors that contribute to this multifaceted condition. 
In the past seventeen years new screening tests have been devel¬ 
oped, scores of new drugs have been introduced, and new surgi¬ 
cal techniques have been perfected for the treatment of heart 
disease. 

Yet the more things change, the more they stay the same. Al- 
ihough thousands of studies demonstrating the powerful thera¬ 
peutic effects of nutrition and exercise have been published since 



I wrote the first edition of this book, most physicians pay them 
little heed. Cardiologists still have the same inclination to pre¬ 
scribe lifelong drug regimens. And despite the well-documented 
proof that bypass surgery and angioplasty do not save lives, pre¬ 
vent heart attacks, or improve quality of life for the vast major¬ 
ity of patients undergoing these procedures, they are being 
performed in record numbers. 

One positive trend I have observed has been a dramatic in- 
crease in patient interest in diet, nutritional supplementation, 
and other safe, noninvasive therapies. Patients are no longer 
content to meekly follow their doctors' orders. They are much 
better educated than they used to be, and far more proactive. 
Fewer Americans are smoking, we're eating less fat, and our av- 
erage cholesterol level has dropped considerably. Although heart 
disease remains our number one killer, rates of death from heart 
disease have declined significantly during the past seventeen 
years, and the credit goes not to doctors, drugs, or surgenes but to 
the people who have made these positive changes in their lives. 

When I first wrote Reversing Heart Disease and described the 
lifestyle program 1 was using to treat patients with serious dis- 
eases, the Whitaker Wellness Institute was onlv six vears old. lust 
a few years before, I had been in the middle of a residency in or¬ 
thopedic surgery; when doubts about my chosen profession as¬ 
sailed me. 1 wasn’t sure how satisfied I could be as a surgeon. I 
preferred patient interaction to the drama of surgery, and I was 
disturbed by the inside politicking aimed at getting hospital pnv- 
ileges and patient referrals. I decided to take a vear or two ott 
from my residency—with the full intention of returning and 
completing my surgical training. 

Cut loose from specialty training, I was free to use the most 
valuable skill to be acquired in a medical education: the abilitv 
to use the medical library. And what 1 learned as I delved into 
the research on nutrition and exercise—which 1 had not been 
told about in medical school—radically altered the way 1 practice 
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medicine I never did return to the confines of conventional 
medicine, and I’ve never looked back. 

The Whitaker Wellness Institute is now twenty-three years 
old, and more than 30,000 patients have come to the clinic for 
medical evaluation and treatment, education, and help in imple¬ 
menting lifestyle changes. I continue to use exercise, diet, and 
nutritional supplements as my primary therapies, and this treat¬ 
ment program continues to be unbelievably effective. By adher¬ 
ing to these simple, inexpensive therapies, blood pressure 
routinely plummets, risk factors for heart disease improve, blood 
sugar normalizes, and aches and pains disappear. Time and time 
again patients are able to get off prescription drugs and even opt 
out of surgery. 

This book is a product not only of my experience in treating 
all these patients, but also of thirty years of continued research 
into the latest data on nutrition, exercise, and other nonconven- 
tional therapies. My work with heart patients has been exciting 
and fascinating because it has been new territory. I could never 
have acquired the special knowledge or developed the treatment 
program we use at the Whitaker Wellness Institute if I had not 
struck out in my own direction. 

As a physician, I take pleasure in watching people undertake 
a diet, exercise, and supplement program and begin to under¬ 
stand what true health and optimal well-being are all about. In¬ 
terest in these modalities has increased dramatically over the 
years, and some of what was considered alternative when I wrote 
this book seventeen years ago is now mainstream. My approach 
to heart disease will not put established medicine out of business, 
nor would I want it to. Improvements will continue to be made 
in diagnostic tools, surgical techniques, and drugs—marvelous 
developments when used appropriately. But we must remember 
chat these high-tech modalities are aimed at the treatment of 
symptoms, not the causes of illness. 

I have revised this book for the same reasons I wrote it in the 



pays no attention to these things , or paying attention to them does 
not coifiprehend them , how can he understand the diseases which 
befall man? For by every one of these thing? a man is affected and 
changed this way and that, and the whole of his life is subjected to 
them—whether in health , convalescence, or disease. Nothmg else , 
then, can be more important and necessary than to know these 
things . 4 —H ippocrates 



PART I 


Heart Disease: Causes and Controversies 




CHAPTER 1 


The American Way to Die 


Heart disease is not a trendy disease. People don’t wear 
brightly colored ribbons on their lapels to announce their sup- 
port of the fight against this disease. Few celebrities lend their 
names to the cause, and there are no highly publicized, star- 
studded fund-raisers to underwrite research in this field. Unlike 
those with cancer or other newsworthy diseases, people who die 
of heart disease are rarely touted as courageous fighters or unfor¬ 
tunate victims. If there is a big story about heart disease, it s be¬ 
cause someone famous has died of a heart attack or there is some 
“breakthrough” new heart drug or surgical procedure. Heart dis¬ 
ease per se is simply not newsworthy. 

Yet more Americans die of heart disease than any other cause. 
More than twelve million Americans have been diagnosed with 
heart disease, and half a million succumb to this condition an¬ 
nually While such deaths have declined rather dramatically in 
the past thirty-five years, heart disease is and will continue to be 
a major cause of death and disability, not only in the United 
States and other developed nations but throughout the world, as 
developing countries adopt a Western diet and lifestyle habits. 

It’s time we move heart disease into the spotlight—where our 
number one killer surely belongs. It is important for you to real¬ 
ize that this disease is not just a malady of the elderly. It isn’t the 
merciful release at the end of a long life. Heart disease is killing 
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people in the prime of life. It is the fatal tragedy you read about 
daily in the obituary section of your newspaper; it kills without 
warning. And when it doesn’t kill it often disables, burdening its 
victims with chest pain, shortness of breath, and fears of an im- 
pending heart attack. 

But common as death from heart disease is, it is no more nat' 
ural than death by gunshot or car accident. The high rate of 
heart disease in this country is a distinctly unnatural phenome' 
non. I’m always taken aback when I hear that a person in his or 
her fifties or sixties has died of “natural causes” (which almost ah 
ways translates into heart disease). There is nothing natural 
about dying of heart disease at this age. 


WHAT IS HEART DISEASE? 

Before we go further, let’s define what heart disease is. It ls, of 
course, a type of cardiovascular disease, a very broad categorv 
that encompasses dozens of diseases of the heart and blood ves- 
sels. Hypertension, or elevated blood pressure, tor example, is a 
very prevalent and significant cardiovascular disease, but it isn't 
the focus of this book—although we will touch on it repeatedlv, 
for it is a very significant risk factor for heart disease. Congestive 
heart failure, an inability of the heart to adequately circulate 
blood caused by a weakening of the heart muscle, is likewise an 
often-coexisting condition, but it isn’t what we commonly refer 
to as heart disease. Nor is atrial fibrillation or other heart rhythm 
disturbances. 

When we talk about heart disease, we are generally referring 
to the following: 

Atherosclerosis: Buildup of arterial plaque (deposits of rat 
cholesterol, white blood cells, smooth muscle cells, and fibrous 
tissue) in the arteries, which damages and narrows them. 



FIGURE t: Heart Disease Is Our #1 Killer. 
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Coronary artery disease: Atherosclerosis of the coronary ar¬ 
teries that supply blood to the heart muscle; also called is¬ 
chemic heart disease. 


In truth, heart disease is a rather simplistic and imprecise 
name for a very specific cardiovascular disorder, but since it is so 
commonly accepted—and easier to say than coronary artery dis¬ 
ease or atherosclerosis of the coronary arteries—it is the term we 
will use most often in this book. 

Heart disease chokes off the arteries that supply blood to the 
heart, resulting in the characteristic chest pain known as angina. 
When one of these arteries is completely blocked and blood flow 
to the heart muscle, or myocardium, is interrupted, a heart at¬ 
tack, or myocardial infarction, occurs. Every twenty-nine sec¬ 
onds someone in this country has a heart attack, and even 
minute someone dies from such an attack. 6 The lives of those 
who survive are irrevocably altered. They are flung onto a mem- 
go-round of surgery, drugs, and more surgery—and the burden of 
an “incurable” disease that could rear its ugly head at anv time. 


ITS ALL IN THE GENES-OR IS IT? 

Many people firmly believe that they are destined to die tram 
heart disease. They feel that it is an inherited condition and that 
family history plays the dominant role in determining who is to 
suffer and die from it. They are wrong. You may have a genetic 
predisposition to developing heart disease, but the realm is that 
for the overwhelming majority, heart disease is a lilestvle disease, 
and family history plays only a secondary role. 

Yet it is easy to see why this disease is thought to be inhented. 
Since heart disease is our leading cause of death, it is hard to And 
a family that has escaped its clutches. It your father, uncle, grand¬ 
mother. and brother all die from a heart a track, concerns about 
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your own fate are understandable. However, just because heart 
disease strikes many families does not mean that genes are the 
only factor at work. A perfect example of this is heart disease risk 
among Japanese immigrants to the United States. In Japan, the 
incidence of heart disease is much lower than in this country. 
However, when Japanese move to the United States and adopt 
our diet and lifestyle, within one generation their rate of heart 
disease dramatically escalates, approaching that of Americans. If 
heart disease were primarily an inherited disease, the protection 
afforded the native Japanese would come with them to this coun- 
try. 

True, there is an inherited tendency in a small group of indi¬ 
viduals for extremely high cholesterol levels, which is a risk fac¬ 
tor tor heart disease. Such individuals generally have cholesterol 
levels above 300, and many of them do indeed die prematurely 
from heart disease. However, while one in five Americans die 
from heart disease, this genetic trait occurs in only about one of 
every 500, so it is obviously not a significant factor for the over¬ 
whelming majority with heart disease. 

Even more important, people who have inherited a tendency to¬ 
ward elevated cholesterol have not inherited atherosclerosis. Plaques 
must develop in their arteries, just as they develop in the rest of us. 
.And unlike hemophilia or other truly inherited diseases that can be 
traced to a single defective gene, heart disease isn’t just about high 
cholesterol levels. It is multifactorial, as we will discuss in the next 
chapter, and you can control most of the risk factors associated with 
it. For some of you, the task may be more challenging than for oth¬ 
ers, but for no one is death from heart disease a foregone conclusion. 


RISK FACTORS YOU CANT CONTROL 


Although genetics is only a secondary determinant in whether 
you’ll die of heart disease, it is one of several factors bevond vour 
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control that do to some degree place you at increased risk of 
heart disease. Here are some others. 

Age 

Not surprisingly, advancing age increases your nsk of heart dis¬ 
ease, The wear and tear on the heart and artenes caused by nor- 
mal metabolic processes accumulates with age. Just as your skin 
wrinkles and your hair turns gray, these age-associated changes 
are inevitable. However, there are things you can do to slow 
down the aging of the cardiovascular system, and we will discuss 
them in this book. 

One thing you need to realize is that even though heart dis¬ 
ease is more likely to manifest as a heart attack later in life, the 
process of atherosclerosis begins at a tender age. This was first 
made clear in 1953 in a landmark study published in the Journal 
of the American Medical Association. Researchers examined the 
coronary arteries of healthy soldiers averaging age twenty-two. 
who had been killed in combat during the Korean War, and re¬ 
ported the presence of advanced atherosclerotic lesions in the 
coronary arteries of a majority of these young men. Subsequent 
studies found fatty streaks (beginning stages of plaque) in the ar¬ 
teries of children during their first decade of life, indicative of 
early atherosclerosis. 8 

Sex 

The sterotypical heart attack victim is a hardworking, driven, 
middle-aged male—and the reality isn't too far from this popular 
image. By the age ot sixty, one in five American men will have 
had some type of coronary event, compared to only one in sev¬ 
enteen women of similar age. After this age, however, the gap 
closes. Both men and women over age sixty have a one-in-four 
chance of dying from heart disease.* 

The reduced risk of heart disease among younger women has 
long been attributed to the protective effects ot estrogen. 



The American Way to Die / 9 



Men and Women: Different at Heart 


For years the research on heart disease primarily involved 
male study subjects. It was just assumed that what's good for 
the gander was good for the goose. Now that more studies 
include both genders (and some, such as the ongoing Nurses' 
Health Study, are limited strictly to women), we know that— 
surprise !-men and women are not the same. Here are some 
of the more significant gender differences regarding heart dis¬ 
ease: 

• Only one in seventeen women under the age of sixty will 
have a heart attack, compared to one in five men. After age 
sixty, one in four men and women die of heart disease. 10 

• Heart attacks are more lethal in women than in men. Thirty- 
eight percent of women who have a heart attack die within 
a year, compared to 25 percent of men. 11 

• An elevated level of triglycerides is one of the most signifi¬ 
cant predictors of heart disease in women-but not in men. 12 

• Diabetes is an even stronger risk factor for heart disease in 
women than in men. 

• Although elevated LDL cholesterol is a risk factor for women, 
it is not as significant as it is for men. A low HDL level, on 
the other hand, is directly related to risk of heart disease in 
women, and even small rises in HDL confer protection. 

• The symptoms of a heart attack in women are sometimes 
different from those in men, often less severe and more 
likely to be felt as something other than chest pain. Women 
also tend to take longer to get to a hospital after first expe¬ 
riencing symptoms. 
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(In Chapter 17 we will examine the latest research on this.) In¬ 
terestingly, although the death rate from heart disease has fallen 
off rather dramatically in the past three decades, declines among 
men have outpaced those of women. One likely explanation is 
smoking—women just aren't quitting at the rate men are. An¬ 
other reason is rising rates of obesity, which climbed by 38 per¬ 
cent from 1980 to 1990, with women leading the pack. 5 

Race 

There are racial differences in rates of death from heart dis¬ 
ease. For African American males the mortality rate is 20 percent 
higher than for Caucasian males, and deaths among .African 
American females outstrip Caucasian females bv 31 percent— 
until the age of sixty-five, when the Caucasians’ likelihood of 
having a heart attack surpasses the African Americans'. Much of 
this is due to the fact that African Americans are twice as likelv 
to have high blood pressure as Caucasians, and 20 to 30 percent 
of them die from complications of hypertension. Native Ameri¬ 
cans and Latinos are also at increased risk of heart attack, as 
are people of South Asian descent. Chinese- and Japanese- 
Americans, on the other hand, have lower rates ot cardiovascu¬ 
lar disease than those of European extraction. 

The reasons for these differences will likelv be uncovered .is 
advances continue to be made in unlocking the human genome. 
However, I have no doubt that other factors are instrumental 
here as well. Poverty, stress, cultural food preferences, and other 
differences must also be considered. All told, the role ot race in 
the etiology of heart disease is far less important than lifestyle 
factors. 

If your family tree is riddled with heart disease, it vou are in a 
high-risk ethnic group, if you are male, or if vou are over age 
sixty, don’t despair. Let this knowledge motivate vou to imple¬ 
ment the lifestyle changes outlined in this book. The bottom line 
is that of the top ten factors identified as increasing the nsk ot 
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heart disease, only three are outside the sphere of your influence. 
You hold the reins of the others. You can prevent and reverse 
heart disease, and I’ll show you how. 


OUR UNPRECEDENTED LIFESTYLE 

If heart disease is not inherited or caused strictly by race, age, or 
gender, why do so many of us have it? In a word, lifestyle. The 
way we live is unprecedented in human history. Unlike our pre¬ 
historic ancestors, we are no longer required to engage in strenu¬ 
ous physical activity merely to survive. We don’t spend the better 
part of our days hunting or foraging for food—we drive to the 
grocery store. Yet the human body needs exercise. Without it our 
muscles atrophy, our hearts weaken, and our overall health suf¬ 
fers. 

Our diets have also changed dramatically. Our earliest ances¬ 
tors ate indigenous plants and, when times were good, wild game 
(which is extremely low in fat compared to today’s feedlot ani¬ 
mals). About 10,000 years ago agrarian societies emerged, and 
humans added to their diet cultivated grains and produce, along 
with milk and meat from domesticated livestock. There were few 
concentrated sources of sugar or fat, and foods were eaten in their 
natural state. 

Skip to the twenty-first century. Americans consume on the 
average 34 percent of their calories as fat and eat 152 pounds of 
sugar a year. We eat bacon and eggs or sugary cereals for break¬ 
fast, hamburgers for lunch, and hearty dinners centered around a 
slab of meat—downed with sodas and topped off with sugar- 
laden desserts. We are conditioned to the tastes and consistency 
of the foods we have eaten since childhood. A thick, juicy steak 
not only tastes good but is a not-so-subtle statement that “all is 
well.” And the reward for good behavior or a clean plate? Cook¬ 
ies, cake, and ice cream. 
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Other lifestyle factors are at play in the etiology of heart dis¬ 
ease, including smoking, excess weight, immoderate use of alco¬ 
hol, and psychological issues such as unmanaged stress, anger, 
and depression. So are diseases like high blood pressure, high 
cholesterol and triglyceride levels, syndrome X, and diabetes, 
which are themselves largely attributable to poor diet and lack of 
exercise. Of course, there are some factors that are beyond your 
control, as we discussed above. But for the most part, the things 
you do—or don’t do—every day are the primary contributors to 
heart disease and other chronic illnesses that plague modem 
America. 

LIFESTYLE CHANGES: STRONG MEDICINE 

Dismal as the current statistics on heart disease are, I don’t want 
to paint too dark a picture. Strides have been made in reducing 
the incidence of heart disease in the past thirty-five years. Deaths 
from heart attack peaked in 1968 and, except for a few bumps in 
the road, have been on a downward curve ever since. 

The medical community has been quick to take responsibihtv 
for this decline, pointing to high-tech diagnostics, more drugs, 
and improved surgical techniques. Yet regardless ot how loudly 
conventional medicine toots its own hom, the truth is that the 
downward trend in heart disease stems primarily from changes in 
lifestyle. 

In the mid-1980s, the World Health Organization mounted an 
international study to determine the factors responsible tor the 
dropping rates of heart disease. Called the Multinational Moni¬ 
toring of Trends and Determinants in Cardiovascular Disease 
(MONICA), this large, long-term research endeavor involved the 
efforts of hundreds of researchers from twenty-one countries 
around the world. In a 1999 analysis of this study, researchers con¬ 
cluded that although improvements had been made in the medical 
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treatment of patients who had had a heart attack, two-thirds of the 
decline in the death rate were attributable to reductions in coro¬ 
nary events such as heart attacks. 14 In other words, although some 
lives were saved by medical management, the primary reason be¬ 
hind the drop in deaths from heart disease was that fewer people 
were having heart attacks in the first place. 

In another arm of the MONICA project, researchers set out to 
determine exactly what was responsible for this reduction in the 
incidence of heart attacks. What factors really made the differ¬ 
ence? Hie answers were clear: a decline in smoking and im¬ 
provements in blood pressure and cholesterol levels. 15 Each and 
every* one of these factors is related to lifestyle choices, illustrat¬ 
ing that lifestyle changes are very powerful medicine indeed. 


HEART DISEASE IS NOT INEVITABLE 

While these trends are encouraging, heart disease remains our 
number one cause of death. However, as I hope I have made 
clear, it is far from inevitable. Its causes are reasonably well un¬ 
derstood, and steps to prevent its onset are universally acknowl¬ 
edged. Even more encouraging, scientific research proves that if 
you already have heart disease, it is possible to reverse its progress 
and restore your cardiovascular system to a healthier state. 

How? Well, here is where I part company with conventional 
medicine, with its emphasis on drugs and surgery. 1 have been 
practicing medicine for almost thirty years, and for most of that 
time 1 have specialized in the treatment of heart disease, hyper¬ 
tension, and diabetes. Long ago I came to the realization that 
heart disease and other degenerative diseases can be treated suc¬ 
cessfully with safe, noninvasive, natural therapies. 

As a young physician I undertook an intensive study of the 
medical literature and unearthed research that changed the way 
I practice medicine. 1 discovered that the negative effects of 
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many of the drugs prescribed to patients with heart disease out¬ 
weighed their benefits. I learned that the effectiveness of bypass 
surgery and angioplasty was questionable when compared to a 
more conservative treatment course. And I found that millions 
of patients were being frightened into having these unnecessary 
and potentially harmful invasive procedures. 

Most important, I discovered the power of low-tech, inexpen¬ 
sive lifestyle changes in the prevention and treatment of heart 
disease. As I began to put these therapies to work with mv own 
patients and observed how well they responded, I became con¬ 
vinced that conventional medicine s approach to heart disease 
was just plain wrong—and their resistance to utilizing these in¬ 
expensive, safe, and highly effective therapies unconscionable. 
Thirty years and thousands of patients later, my convictions are 
stronger than ever. The following story of a typical patient at the 
Whitaker Wellness Institute may help you understand whv I am 
so confident and passionate about the approach to heart disease 
outlined in this book. 

Lester’s Story 

When Lester M. was sixty-four, he had a stroke that affected 
his left arm and leg. Four years later, after a lightening episode 
of angina, his doctor ordered an angiogram to determine the ex¬ 
tent of his heart disease. It was serious—four blocked artenes— 
and he was recommended to have quadruple coronarv arten 
bypass surgery. However, because of his history of stroke, Lestei 
was considered a poor operative risk, so he was prescribed med¬ 
ications instead. Over the next few months, more drugs were 
added to his regimen. He wasn’t doing much better, but his doc¬ 
tor told him that nothing could be done except to continue or 
his growing list of medications. 

Discouraged but determined, Lester and his wife began search¬ 
ing for alternatives. They learned about the Whitaker Wellness 
Institute from their daughter, who had heard me on a radio in- 
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ten*iew, and enrolled in our program. After a complete physical 
exam and extensive testing, Lester was started on a nutritional 
supplement regimen with vitamins and minerals that target the 
cardiovascular system. I took a hard look at all the drugs he was 
taking, eliminated some of them, reduced the dosages of others, 
and monitored him closely during his stay at the clinic. 

Lester and his wife joined a small group of patients to learn the 
principles of the low Tat, high Tiber diet and exercise program 
that is an integral part of our therapeutic approach. More impon 
tant, they were shown how to put these principles into practice. 
Thev were led in an exercise regimen and taught how to shop for 
and prepare heart-healthy food. They left the clinic with a true 
understanding of their treatment options and were encouraged 
and inspired to continue on the program at home. 

Within four months Lester reported dramatic improvements 
in his cholesterol and triglyceride levels. His exercise tolerance 
improved, he had no more episodes of angina, he lost ten pounds, 
and he looked and felt better than he had in years. Most impor^ 
tant, he had regained a sense of hope and the empowering 
knowledge that he was actively improving his health. 


WHAT THIS BOOK IS ALL ABOUT 

The program that Lester followed, which is outlined in this book, 
is based on lifestyle changes. If you respond appropriately to the 
seemingly trifling choices you are faced with every day (what 
foods you select, how much you exercise, whether or not you 
smoke or take nutritional supplements, how you manage stress), 
you will likely never be faced with monumental decisions such as 
whether to undergo angioplasty or bypass, or to take one drug 
versus another. These little things you do every day largely de^ 
termine the health of your cardiovascular system. 

That is the gist of this book. In the next three chapters, I want 
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to make sure you understand what heart disease is all about. We 
will take a close look at the anatomy of the heart and vascular 
system, how heart disease gets started, and why it progresses. We 
will go beyond the old paradigm that a high cholesterol level is 
the sole cause of heart attacks and explore the latest research 
into the causes of heart disease. We will also examine the wavs in 
which other medical problems such as hypertension, diabetes, in¬ 
sulin resistance, and obesity, affect the heart and artenes, and 
why it is so important to get these conditions under control. 

In Part II I will give you my views on the industry that has 
been created around the treatment of heart disease. I want vou to 
know the truth about the relationship between our current sys¬ 
tem of medical education and the multibillion-dollar pharma¬ 
ceutical industry. I’ll show you how bypass surgery and the other 
invasive procedures that form the backbone of modem cardiol¬ 
ogy came into being and cite research that will truly astound 
you—and make you think twice, should your physician recom¬ 
mend surgery. This is an important section, for vou are unlikely 
to get this information anywhere else, and especially not from 
your cardiologist. 

Finally, in Parts 111, IV, and V, I will share with you the details 
of the Whitaker Wellness Institute program for reversing heart 
disease. 1 will teach you everything we teach the patients who 
spend a week with us at my clinic in Newport Beach, Calitomia. 

I will provide you with the same dietary guidelines and recipes tor 
gourmet, heart-healthy meals our professional chet prepares for 
our patients. You will get the same step-by-step instructions m 
setting up an exercise program that we give our patients. I will 
help you create a nutritional supplementation program like that 
used at the clinic for our patients with heart disease, and 1 will 
walk you through the stress reduction exercises we teach our pa¬ 
tients. 

I will also tell you about the specialized, cutting-edge therapies 
for heart disease that we offer our patients at the institute. Al- 
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though these treatment modalities are exceptionally effective 
and are supported by solid scientific research and years of clinb 
cal experience, you are not likely to hear about them from a con- 
ventional physician. 

Heart disease can be reversed. You are to be congratulated on 
cour initiative in taking the first step toward gaining control of 
cour health. Let’s get started. 



CHAPTER 2 


Atherosclerosis: The "Heart* of Heart Disease 


A TTUzn is as old as his arteries. 


The ideal patient-physiclan relationship is a partnership pf 
honesty and trust. First, the physician lays out the options and ex~ 
plains the pros and cons of vanous treatments. The patient digests 
this information, asks questions, does independent research, and 
perhaps even seeks a second opinion. Then with the help or the 
physician, the patient determines his or her own course. All this 
takes time and effort on the part of both, but tor me it is the onlv 
way to practice medicine. 

For patients with heart disease, this requires a basic under 
standing of the cardiovascular system and why problems develop 
in the heart and arteries. Therefore, I want to begin this chapter 
by giving you an overview of your body's elegant and efficient 
cardiovascular system. 


THE CARDIOVASCULAR SYSTEM 

In its simplest terms, your cardiovascular system is basically a 
pump'pipe system. Your heart is the pump, vour blood vessels rhe 
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pipes, and your blood the fluid that carries oxygen, nutrients, 
hormones, and other vital constituents to every cell in your body. 
The blood s round-trip journey begins as it leaves the heart and 
flows into the large arteries, which branch into smaller arterioles, 
then into tiny, thin-walled capillaries, where life-sustaining oxy¬ 
gen and nutrients are handed off to the cells and the waste prod¬ 
ucts of metabolism are picked up. The blood then begins its trek 
back toward the heart and lungs through small venules and into 
larger veins that empty into the heart, where it is readied for an¬ 
other round of deliveries. 

The heart is the engine that drives the blood through the 
body. The bluish deoxygenated blood transported by the veins 
flows into a chamber of the heart called the right atrium. (See 
the diagram above.) From there it enters the right ventricle, 
which contracts and pumps this blood through the lungs, where 
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it acquires a fresh load of oxygen. Now bright red and oxygen- 
rich, the blood flows from the lungs into the left atrium of 
the heart. This chamber serves as a steady, gentle pump to 
keep the left ventricle supplied with fresh arterial blood. The 
left ventricle in turn pumps the blood vigorously through the 
aorta, the biggest artery in the body, and into the artenal svs- 
tem that delivers life-sustaining oxygen and nutrients to all 
your tissues. 

Day and night, night and day, year after year, from before birth 
to the last moment of life, the muscular walls of the heart con' 
tinuously relax and contract. To keep this work up. the heart 
needs a constant supply of oxygen-rich blood, which it gets 
straight from the aorta by way of the right and left coronary ar¬ 
teries, which branch out and wrap around the extenor of the 
heart. 



FIGURE 3: The Coronary Arteries 
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WHY THINGS GO WRONG 

When you consider how hard the heart muscle and the coronary 
arteries work (the heart beats an average of 100,000 times and 
the artenes get an incredible amount of action as a result), you 
may be amazed that things go right as often as they do. The 
human body is an awesome masterpiece of art and engineering. 
However, glitches do occur. Arteries clog, the heart muscle fails, 
and disease sets in. A number of things can go wrong. 

Sometimes the problem is with the blood itself. The vascular 
system of arteries and veins, as I mentioned above, is a network 
of progressively smaller vessels, ending in tiny capillaries where 
the actual exchange of oxygen and nutrients take place. Some of 
these capillaries are so small that the red blood cells must pass 
through single file—and sometimes these individual cells are ac¬ 
tually required to bend and flex in order to pass through! The sys¬ 
tem obviously works best when the blood is thin and fluid. 
However, when you throw excess fat into the diet, some of it 
ends up in the blood, making it thicker and stickier. Clotting fac¬ 
tors may also get out of balance, causing red blood cells to clump 
together and resulting in more viscous blood. Circulation be¬ 
comes impaired, and the heart is required to work harder to pump 
blood through the small arterioles and capillaries. 

The fault can also lie in the heart muscle, which may be en¬ 
larged or weakened by disease or subject to rhythmic distur¬ 
bances. The left ventricle, the chamber that pumps blood into 
the arteries, is of particular concern in heart disease. Poor left 
ventricular function, which is often caused by uncontrolled hy¬ 
pertension, worsens the prognosis of patients with heart disease. 
However, problems with the heart muscle (such as cardiomyopa¬ 
thy and congestive heart failure) and rhythm (like atrial fibrilla¬ 
tion) are not synonymous with coronary artery disease, and they 
are beyond the scope of this book. 

As its name implies, coronary artery disease is primarily a dis- 
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ease of the arteries. Damage to the coronary arteries narrows 
these important passageways, restricting blood flow to the hun- 
gry heart muscle. It is caused by atherosclerosis or buildup of 
plaque in the arteries, and it is responsible for the vast majority 
of heart disease in this country. This same process occurring m 
other arteries may bring on strokes, poor circulation in the legs, 
gangrene, and even erectile dysfunction: All these conditions m- 
volve impaired circulation caused by deterioration of the artenes. 

The word arteriosclerosis is sometimes used interchangeably with 
atherosclerosis, so I want to differentiate between the two. Arte- 
riosclerosis describes the general process of damage and subsequent 
hardening and thickening of the major arteries. (Aneno means 
artery and sclerosis hardening or scarring). It is associated with anv 
process that damages the arteries, including relatively rare forms re- 
lated to syphilis, lupus, or polyarteritis nodosa. Atherosclerosis, the 
most common form of arteriosclerosis, is the specific process of 
thickening and hardening of the arterial walls bv depositions ot 
plaque. 

And atherosclerosis of the coronary artenes is what heart disease 
is all about. It is hardly surprising that these artenes are prone to 
problems—just think about the workout they get. Not onlv are thev 
continuously contracting and relaxing in response to the pulsanon 
of blood flow from the aorta, they are also constantly in motion due 
to the vigorous movements of the heart muscle that thev supply. 
Heart attack, massive coronary, coronary infarction, mvocardial in¬ 
farction ... these are all names for the same thing: a severe block¬ 
age in one or more of the coronary arteries, making it unable to 
deliver fresh blood and oxygen to the throbbing heart muscle. 


OUR PRECIOUS ARTERIES 

The arteries are the passageways tor blood flowing from the heart 
throughout the body. However, they are tar from the passive con- 



duits you might envision. Instead, these thick muscular tubes are 
extremely active participants in the goings-on of the cardiovascu¬ 
lar system. Highly responsive to changes in pressure caused by the 
rhythmic pumping of the heart, they are able to contract or dilate 
in response to a number of physiological stimuli. For example, 
when you exercise, the arteries of your active limbs expand to 
allow for the increased oxygen and nutrient requirements of 
muscles at work. When you get up from a reclining position, they 
quickly divert blood to your brain, so you won’t feel light¬ 
headed. 

The arteries are composed of three layers: 1) the sturdy, dense 
outer adventitia, made of connective tissue and anchored with a 
network of nerves and blood vessels; 2) the layers of smooth mus¬ 
cle tissue in the middle called the media; and 3) the inner layer, 
or mama, which is lined with specialized cells called endothelial 
cells, or the endothelium. The endothelium gives the artery a slick 
surface ideal for blood flow through the lumen, or opening inside 
the artery, and serves as a barrier between the blood and the mus¬ 
cle cells of the artery wall. 

This single layer of cells lining the arteries is much more dy¬ 
namic than anyone imagined only a few years ago, and it is key 
to the development of atherosclerosis. The endothelium con¬ 
tains sensors that gauge blood pressure and blood flow by picking 
up signals from hormones and other blood-bome chemicals. It 
produces a number of specialized substances, including com¬ 
pounds that affect cell growth—an important function, since the 
arteries, like most tissues in the body, are in a constant state of 
remodeling, and cellular growth is a prerequisite. 

Endothelial cells also produce chemical messengers that gov¬ 
ern the muscle tone of the arteries, instructing them to constrict 
or relax in order to direct the blood where it is needed most. One 
of these is angiotensin-converting enzyme (ACE), which con¬ 
verts an inactive blood component into angiotensin II (A II). 
AII is a powerful and useful constrictor of the arteries. However. 
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when there is an excess of A II, the vessels constrict too much, 
raising blood pressure and increasing the risk of heart attack. 

At the other end of the spectrum, with actions directlv 
counter to those of A II, is another important compound re¬ 
leased by the endothelium, nitric oxygen (NO). NO has 
emerged as a very important determinant in atherosclerosis. It 
used to be called endothelial-derived relaxing factor, an appro¬ 
priate name because thats exactly what NO is: the most potent 
vasodilator, or relaxer of blood vessels, yet discovered. Because 
it controls tension in the arteries, NO is a pnmarv regulator of 
blood pressure. It also guards against atherosclerosis, for it pre¬ 
vents platelets and white blood cells from adhenng to artery 
walls. In addition, it discourages the aggregation or clumping to¬ 
gether of platelets, thus preventing the formation of potentially 
dangerous blood clots. Finally, NO also keeps the underlying 
muscle cells from multiplying and thickening, vet another factor 
in atherosclerosis. 2 


THE PROCESS OF ATHEROSCLEROSIS 

Progressive atherosclerosis is the essence of heart disease. It de¬ 
velops quietly. Because there are no nerve endings inside the ar¬ 
teries, you don’t feel pain as your arteries are injured and fill with 
plaque. Damage is well under way before you realize anything is 
wrong. Never forget that the first symptom ot heart disease for 
many people is death from a heart attack. 

What exactly causes atherosclerosis? The most widely ac¬ 
cepted explanation is the response-to-injury* hypothesis. Athero¬ 
sclerosis is triggered by some sort ot injury* or insult to the 
endothelial cells. It may be physical trauma. A sudden spasm in 
an artery, propelled by a stress-related surge in hormones that 
causes the arteries to constrict, may cause a minute tear m the 
endothelium. It could be hypertension. High blood pressure in- 
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creases the shearing force of blood to the point that it mav injure 
the sensitive endothelium. It might even be a small nick in an 
artery during a procedure such as angiography or angioplasty. 

The most likely perpetrators of endothelial dysfunction, how- 
ever, are blood-bome toxins such as infectious agents, cigarette 
smoke, excesses of blood glucose or insulin, and oxidized low 
density lipoprotein (LDL) cholesterol. 3 These toxins damage the 
delicate endothelial cells, and as in any injury, the immune svs- 
tern goes to work. Think back to the last time you sustained a cut 
or abrasion. The site of injury probably developed some redness 
and swelling, which are characteristic of the inflammatory re¬ 
sponse that occurs when your immune system kicks into gear. 
Well, the same thing happens inside your artenes. Physical 
trauma, microbial infection, exposure to metabolic, environmen¬ 
tal, or dietary toxins—whatever the cause of injury, a fix-it team 
of collagen, growth factors, and other chemicals rushes in to 
make repairs. Blood fats, particularly LDL cholesterol, are also at¬ 
tracted to the site of injury, and here is where atherosclerosis re¬ 
ally begins. 

Rather than facilitating the process of repainng the damaged 
artery, oxidized LDL adds insult to injury. It sets into motion a 
cycle of free radical damage that adversely affects neighboring 
cells as well. Also unleashed are white blood cells called mono¬ 
cytes, which migrate into the intima, the inner layer ot the 
artery. Although this begins as a normal pan ot the repair 
process, once inside the anery wall, these white blood cells are 
transformed into macrophages, immune cells that ingest micro¬ 
organisms and other foreign and toxic elements. 

As macrophages gorge on oxidized LDL, they are tunher 
altered and lose their ability to identify and destroy foreign in¬ 
vaders. At this point they are called foam cells, and the athero¬ 
sclerotic process is well under way. Smooth muscle cells 
migrating from the media (the middle layer ot the anerO join 
the foam cells, multiply, and more cholesterol is taken up. This is 
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known as the fatty streak stage. As atherosclerosis progresses, the 
smooth muscle cells lay down collagen and elastin fibers that 
thicken the intima, forming plaques filled with a thick gruel of 
dead and dying foam cells, LDL cholesterol and other fats, and 
additional white blood cells. 

There are various types of plaques. Some are large, hard, and 
fibrous. They protrude into the lumen, narrowing its diameter by 
as much as 80 percent. The popular view of what happens in a 
heart attack is that a blood clot becomes lodged in one of these 
narrowed arteries and cuts off blood flow to the heart. Indeed, a 
multibillion-dollar-a-year industry is dedicated to an intensive 
search-and-destroy mission to eradicate these large plaques. 
These are the plaques picked up on angiography and the type 
that drive many patients into bypass surgery. However, hot-off' 
the-press research makes it clear that these large, stable plaques 
are not the primary culprit in heart disease. 


THE VULNERABLE PLAQUE 

Research conducted over the past few years suggests that the 
most important determinant in whether or not an arterial plaque 
will precipitate a heart attack is not its size but its composition. 
We now know the vast majority of heart attacks are caused not 
by the large plaques observed on angiography but by far smaller, 
yet much more deadly lesions. Known as vulnerable, or unstable, 
plaques, these small lesions have a soft, lipid-rich core topped 
with a thin, fibrous cap. The reason they are so troublesome lies, 
as their name suggests, in their susceptibility to rupture. 4 

Mechanical forces such as a sudden increase in blood pressure, 
pulse rate, or force of heartbeat (triggered by stress-related hor¬ 
monal surges) may cause these lesions to open. Biochemical fac¬ 
tors within the plaque, such as bleeding and an increase in 
inflammatory activity, can also weaken the cap of the lesion, 
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making it more prone to bursting open. Once ruptured, its con- 
tents are spilled into the artery, attracting clotting factors and in- 
flammatory chemicals in the blood to form a thrombus, or blood 
clot. 5 If the blood clot blocks a coronary artery, you have a heart 
attack. 

Long-standing myths about heart disease and atherosclerosis 
have been shattered in recent years, and the fiction that has 
fallen the hardest concerns large, stable plaques. With each pass¬ 
ing year the research supporting the importance of vulnerable 
plaques in the etiology of heart disease grows. Yet, as we will dis¬ 
cuss in Part II, conventional cardiology continues to treat large, 
stable plaques as public enemy number one, attacking them bv 
the hundreds of thousands every year with angioplasties and by¬ 
pass surgeries. Yes, such procedures may reduce chest pain as 
blood flow and oxygen delivery are restored to the heart. How¬ 
ever, they do little to prevent heart attacks or slow the progres¬ 
sion of heart disease. 


SIGNS AND SYMPTOMS OF HEART DISEASE 

Atherosclerosis is silent and stealthy. As 1 mentioned in the first 
chapter, it begins in childhood. By the time most Americans 
reach their twenties, they have measurable blockages in their 
coronary arteries. Yet relatively few have chest pain or other 
signs or symptoms of heart disease. Only after atherosclerosis has 
progressed to the point that oxygen delivery’ is severely restricted 
do symptoms appear. 

You may first notice it when you climb a flight of stairs or 
when you Ye exercising. It may come on when you are emotion¬ 
ally distressed or even when you’re exposed to extremely hot or 
cold weather. Most people describe it as a feeling of tightness or 
constriction in the center or left side of the chest. Others expe¬ 
rience it as compression-like pain of vary ing seventy m the same 
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area. Still others report the radiation of tightness or pain to the 
left arm, neck, jaw, back, or even the teeth. It is angina pectoris 
and it is the predominant symptom of heart disease. 

Caused by insufficient blood supply to the heart, angina is 
appropriately named: It comes from the Greek word meaning 
‘‘strangulation.” The coronary arteries, narrowed by plaque and 
unresponsive to signals to dilate and allow more blood 
through, simply cannot deliver enough oxygen-rich blood to 
the heart, and it cries out in pain. There are two types of 
angina. Stable angina , the most common kind, generally comes 
on when there is an increased need for oxygen by the heart, 
during physical activity or periods of emotional extremes, 
stress, or excessive heat or cold, when hormonal surges con¬ 
strict the arteries. Stable angina is not a heart attack. It gener¬ 
ally lasts no more than a minute, and once it passes, things go 
back to normal—until the next time. 

A second type of angina, unstable angina , is considered to be 
far more serious. It may occur at rest, and it tends to be progres¬ 
sive in frequency, severity, and duration. Unlike stable angina, 
which occurs in a predictable fashion, unstable angina is precip¬ 
itated by an abrupt coronary event: a spasm in an artery, the rup¬ 
ture of a plaque, or the formation of a blood clot in an artery. 
Although this type of angina isn’t a heart attack either, there 
may be a fine line between the two. In fact, unstable angina is 
sometimes called “intermediate coronary syndrome” or “pre- 
infarction angina.” 

I want to mention one more manifestation of heart disease: 
silent ischemia. Even though it is caused by the same mechanism 
as angina—temporary deprivation of adequate oxygen to the 
heart—it isn’t felt at all. In fact, people with silent ischemia 
don’t even know they have it. It shows up only on an electro- 
:ardiogram (EKG) or other diagnostic test. We don’t know why 
>ome patients with heart disease have anginal pain and some 
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Do You Know the Signs of a Heart Attack? 

Everybody is familiar with the signs of a heart attack and the 
importance of getting immediate medical attention-or are 
they? Two recent studies suggest that many patients and even 
medical personnel lack information about how to recognize and 
respond to a heart attack, in one study, records of 400,000 pa¬ 
tients treated for heart attacks at hospitals across the United 
States revealed that one-third of them did not have the dassk 
symptoms of chest pain when they arrived at the hospital. 
These patients were less likely to be diagnosed with a heart at¬ 
tack on arrival in the emergency room and twice as likely to die 
in the hospital as patients who had chest pain. 6 The other study 
discovered that the average delay between the onset of symp¬ 
toms of heart attack and arrival at a hospital was 140 min- 
utes-well over two hours! 7 

Get familiar with all the symptoms of a heart attack—this 
knowledge may save your life. The most common symptoms 
are pressure, fullness, squeezing or pain in the center of the 
chest, or pain that radiates to the shoulders, neck, or arms. Less 
common warning signs that should be taken seriously include 
unusual chest pain, stomach or abdominal pain, dizziness or 
nausea with or without chest pain, shortness of breath and dif¬ 
ficulty breathing, intense sweating, palpitations, and general 
weakness. If you notice one or more of these signs in yourself 
or another person, call 911 immediately, for time is of the 
essence. In addition, chew and swallow a full-strength (325 mgj 
aspirin at once. (We will talk more about aspirin in Chapter 9.) 
This can substantially reduce the chances of death from heart 
attack. 
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don’t. Nevertheless, silent ischemia is as significant a sign of 
heart disease as painful angina. 

Of course, the worst thing that can happen in patients with 
heart disease is a heart attack, or myocardial infarction. When 
the heart muscle is deprived of oxygen by obstruction of a coro¬ 
nary artery, white blood cells called lymphocytes and other in¬ 
flammatory’ cells rush to the area. They prompt the production of 
massive amounts of free radicals, which damage the heart tissue, 
or myocardium. Often an insult of this magnitude interrupts the 
rhythm of the heart, resulting in fibrillation, or chaotic beating, 
that cannot properly circulate blood. When this happens and 
medical intervention is not immediate, the usual result is sudden 
cardiac death. If damage to the myocardium is not too great, pa¬ 
tients survive. However, according to American Heart Associa¬ 
tion statistics, only one-third of them make a full and complete 
recovery. * 

Don’s Story 

Don Williams, a patient of mine, relates the story of his heart 
attack in his book, Dead by Now. Don was an insurance agent. At 
his company he was known as the “shock troops,” for he was the 
guy who was sent in to close difficult clients or salvage sales on 
che verge of collapse. He was obviously under a lot of pressure to 
appease and persuade clients and produce results. Don was very 
^ood at his job, but it required long hours and frequent travel. 

One day, after finally closing a difficult sale, he celebrated with 
a late-night steak dinner. He got back to his motel room around 
eleven, turned on the evening news, and settled onto his bed. 
Suddenly he felt a crushing sensation in his chest, radiating into 
his arm. The pain was unbearable—it felt as if “a big boot had 
stepped on my chest.” Don lay on the bed, scared to death but 
loping he was suffering a bad case of indigestion, and he even- 
:ually dozed off. When he awoke the next morning, he was cov¬ 
ered in sweat and ached all over, but the crushing pain was gone. 
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Believe it or not, Don kept his appointments that day, but as 
soon as he got home he went to the emergency room, where an 
EKG revealed that he had had a heart attack. 

The next few days passed in a blur. In a chain of events that 
Don later described as “medical terrorism,” he was told he would 
have to have bypass surgery. Because it was close to Christmas, 
the procedure was delayed—which gave Don enough time to 
evaluate his options. He read everything he could get his hands 
on about bypass, as well as numerous books on the therapeutic 
benefits of exercise and diet. He decided to forego bvpass surgerv 
even though he was told that without it he would be dead within 
two years. Instead, Don made dramatic changes in his lifestvle. 
For more than twenty-five years after Dons heart attack, he was 
periodically threatened and bullied by his cardiologists (one ac- 
tually told him he had only minutes to live), but he never did 
have that bypass. 9 

Don’s story is typical in many ways—the crushing pain, even 
the irrational belief that he was suffering from bad indigestion. 
Yet it is dramatically different from that of the millions or pa¬ 
tients who get caught in the net of conventional cardiologv. Ler 
Don’s experience serve as testimony that you too can tackle he an 
disease on a more fundamental level. Like Don, you can acruallv 
improve the health of your heart and arteries and essentiallv re¬ 
verse heart disease. 


I hope this chapter has given you a basic understanding of the 
cardiovascular system and the complex, multifaceted pax:ess or 
atherosclerosis. In the next chapter, we will appaxach heart dis¬ 
ease from a slightly different angle by exploring the factors that 
have been positively identified as causing or contributing to the 
progression of the disease. 



CHAPTER 3 


The Culprits in Cardiovascular Disease 


Not long ago scientists believed that a high cholesterol 

level was the sole cause of heart disease. The accepted explana- 
tion of atherosclerosis was that consumption of a high-fat, high- 
cholesterol diet led to the buildup of cholesterol deposits in the 
artery’ walls, setting the stage for a heart attack. Then came the 
discovery’ that the cholesterol issue wasn’t quite as simple as pre¬ 
viously thought. Researchers discovered that while some types of 
cholesterol, particularly LDL cholesterol that had been altered 
by free radicals, were indeed harmful, one type actually had a 
protective effect on the arteries. 

Tilings got more complicated when homocysteine, a by-product 
of amino acid metabolism, entered the picture and was found to be 
a primary’ instigator of the endothelial damage that precipitates 
atherosclerosis. Then the research on inflammation started rolling 
in, and it was revealed to be among the most significant risk factors 
of all. Add to this new information on clotting factors in the blood, 
triglycerides, and insulin resistance, plus decades-old research on 
how diabetes, hypertension, and smoking compound the risk of 
heart disease, and we end with a whole lineup of suspects. 

Yet to this day, most physicians point the finger at cholesterol 
and cholesterol alone. This is absurd. Half of all Americans who 
suffer a heart attack have cholesterol levels within the normal 
range! There are obviously other processes at work—and ways to 
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identify and address them. The good news is that by following 
the program outlined in this book, you can rein in each and even 
one of these risk factors. Lets look at exactly how and whv each 
of these factors figures into heart disease. 


THE CHOLESTEROL CONNECTION 

By now everyone knows that a high cholesterol level is a major 
risk factor for cardiovascular disease. But did you know that this 
w r axy lipid (fat) is also essential to life. 7 It is required in the pro- 
duction of steroid hormones, which include the sex hormones 
(estrogen and testosterone) and other adrenal hormones. Cho¬ 
lesterol is also a component of our cellular membranes, giving 
them needed stability. In addition, it is necessary tor the svnthe¬ 
sis of vitamin D, the myelin sheaths that surround nerve cells, 
and bile, an important factor in digestion. 

Much of the research on the relationship between cholesterol 
and heart disease has come out of the Framingham Studv. Begun 
in the early 1950s, this study, which is funded bv the Nationa. 
Heart, Lung and Blood Institute (NHLBI), is one of the longest 
running studies ever conducted. In tact, it continues to this dav 
and now includes offspring ot the initial participants. It has fol¬ 
lowed thousands ot residents ot Framingham, Massachusetts, tor 
more than fifty years now and has been a gold mine ot data on 
lifestyle and heart disease. 

One of Framingham s most significant findings appeared in a 
landmark paper authored by Framingham Study director llliam 
Castelli, M.D., and colleagues. They reported that the choles¬ 
terol levels of patients who had suffered a heart attack over the 
twenty-five-year study period ranged from 220 to 2<x\ with an 
average of 244. They also found that the incidence of heart at¬ 
tack in study participants w ith very low levels ot cholesterol was 
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almost nil. This was the first study to definitively link an elevated 
blood cholesterol level to increased risk of heart disease. 1 

A flurr\ T of research followed, and the dangerous and unequiv- 
ocal relationship between high cholesterol levels and heart dis¬ 
ease has been upheld in hundreds of worldwide studies. It was 
also discovered that when cholesterol levels can be brought 
down, risk of heart attack drops. This was most strikingly demon¬ 
strated in the Lipid Research Clinic Coronary Primary Preven¬ 
tion Trial, which followed 3,806 men with elevated cholesterol 
at various medical centers for seven and a half years. These men 
were treated with lifestyle interventions such as diet as well as 
cholesterol-lowering drugs in an effort to bring down their cho¬ 
lesterol levels. The results of this study showed that every 1 per¬ 
cent drop in cholesterol was accompanied by a 2 to 3 percent 
drop in the frequency of coronary artery disease events. 2 


LDL VERSUS HDL 

You know the old saying “Oil and water don’t mix.” This is as true 
of the lipids in your bloodstream as it is of an oil slick on the ocean. 
Fat is light, and it floats on top of fluids rather than dissolving in 
them. In order for cholesterol to be transported through the blood¬ 
stream, it must attach itself to various water-soluble protein com¬ 
plexes. These are known as lipoproteins, and this piggyback 
arrangement allows cholesterol, as well as other fats called triglyc¬ 
erides, to be delivered wherever they are needed in the body. 

There are three major types of cholesterol, each named ac¬ 
cording to the protein complex that transports it: 

• HDL cholesterol is attached to a relatively heavy carrier made 
up of more protein and less fat called high-density lipoprotein. 
It is often referred to as “good” cholesterol, for it mobilizes ex¬ 
cessive cholesterol out of the cells and artery walls. People with 
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high levels of HDL cholesterol are less prone to having heart 
attacks. 

• LDL cholesterol rides on low-density lipoprotein, a lighter 
particle made mostly of fat that transports cholesterol to the 
tissues. LDL cholesterol that has been oxidized, or damaged 
by free radicals, is deposited into artery walls and contributes 
to atherosclerosis and its associated misery. Therefore, ele¬ 
vated levels of LDL cholesterol are undesirable. 

• VLDL cholesterol is the lightest transporter, containing 
even more fat than LDL. It is primarily a earner of mglvc- 
erides. Because an elevated level of triglycendes is another 
risk factor for heart disease, and because some VLDL cho¬ 
lesterol is convened into LDL cholesterol, a high level of 
this type of cholesterol is also bad news. 

As we discussed in the previous chapter, the harm done bv ex¬ 
cess cholesterol—more specifically oxidized LDL cholesterol— 
results from its interaction with injured or dysfunctional 
endothelial cells. It is attracted to the site of anenal injure where 
it further irritates the endothelium by setting off a chain reaction 
of free radical damage. Oxidized LDL cholesterol also enters the 
artery wall and is incorporated into the fatty streaks and toam 
cells that are the essence of atherosclerosis. Chromcallv elevated 
levels of LDL cholesterol fuel the process of plaque formation. 

HDL, on the other hand, puts the brakes on atherosclerosis. It 
removes excess cholesterol from the bloodstream and blood 
vessels and returns it to the liver, where it is escorted into the 
gastrointestinal tract and out of the body. This fraction of cho¬ 
lesterol also inhibits the oxidation of LDL cholesterol.' HDL 
cholesterol is so protective that a low level is considered to be an 
independent risk factor for heart disease. According to the Fram¬ 
ingham Study, each 4 mg/dl decrease in HDL is accompanied bv 
a 10 percent increase in risk. 4 Suboptimal HDL levels are also as¬ 
sociated with more severe coronary artery disease and increased 
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Classification of LDL, Total, and HDL Cholesterol (mg/dl) 

Executive Summary of the Third Report of the National Cho¬ 
lesterol Education Program (NCEP) Expert Panel on Detection, 
Evaluation, and Treatment of High Blood Cholesterol In Adults 
(Adult Treatment Panel III), 2001. 5 


LDL Cholesterol 
less than 100 
100-129 
130-159 
160-189 

greater than or equal to 190 
Total Cholesterol 
less than 200 
200-239 

greater than or equal to 240 
HDL Cholesterol 
less than 40 

greater than or equal to 60 


optimal 

near or above optimal 
borderline high 
high 

very high 

desirable 
borderline high 
high 

low 

high 


likelihood of restenosis, or return of blockages, following angio¬ 
plasty. (More on angioplasty in Part II.) 6 The flip side of this is 
that a high HDL cholesterol level is considered to be a “nega¬ 
tive” risk factor: It actually lowers the risk of heart disease. 

So it’s easy to see that total cholesterol readings tell only part of 
the story. Proportions of LDL and HDL cholesterol are much more 
predictive of heart disease risk, a fact that has been underscored by 
the latest guidelines from the National Heart, Lung and Blood In¬ 
stitute. In May 2001, an NHLBI expert panel unveiled the Na¬ 
tional Cholesterol Education Program’s updated recommendations 
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for cholesterol testing and management, and the focus is on LDL 
cholesterol. The guidelines also include ranges for HDL and total 
cholesterol and figure in other risk factors for heart disease, such as 
smoking, hypertension, diabetes, and age. However, the program's 
primary target is getting LDL cholesterol into the normal range. 

Let’s look at an example of two men. Each has a total choles- 
terol level of 220, but one’s LDL cholesterol is 165 and his HDL 
35 (the remaining 20 is VLDL). The other man has an LDL cho¬ 
lesterol of 135, with an HDL of 65. Although their total choles¬ 
terol levels are the same, the first man is at significantly higher 
risk of having a heart attack than the second because of his 
higher LDL and lower HDL cholesterol. 

An easy way to quantify this risk is to calculate what is com¬ 
monly called the risk ratio: the ratio of total cholesterol to HDL 
cholesterol. For instance, the first mans total cholesterol of 22C and 
HDL of 35 give him a risk ratio of 6.3 (220 -s- 35 = 6.3). The sec¬ 
ond man’s risk ratio is considerably lower at 3.4 (220 h- 65 = 3.4V 
This is a fairly accurate predictor of heart disease. A ratio of less 
than 3.1 is desirable—the higher it is, the greater vour risk. If 
your total cholesterol level happens to be very low, 160. sav, the 
ratio is irrelevant because your harmful LDL cholesterol is so low 
that it will rarely promote atherosclerosis. 

The best news about cholesterol levels is that thev are very re¬ 
sponsive to lifestyle changes. Eat a diet high in saturated tat, sit 
back in your easy chair, and watch your cholesterol soar Follow 
a prudent diet, exercise regularly, and take the targeted nutri¬ 
tional supplements that are part of this program for reversing 
heart disease, and the majority of you will be able to bnng vour 
level into the acceptable range—without resorting to drugs. 


VLDL: A MARKER OF TRIGLYCERIDES 


You likely know your cholesterol level, and perhaps even vour HDL 
or total cholesterol/HDL ratio. But what about whit VLDL.’ For 
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vears, this third type of cholesterol was viewed as inconsequen¬ 
tial—it was just too large to enter the artery walls like LDL choles¬ 
terol does. Although Yale University researchers suggested decades 
ago that a high triglyceride level might be even more predictive of 
heart attack than high cholesterol, the cholesterol theory of heart 
disease had such a firm grip on medicine that this research was ig¬ 
nored. However, in recent years triglycerides have emerged as an 
independent risk factor for heart disease, and VLDL, the major car¬ 
rier of triglycerides in the blood, is being given more consideration. 

What exactly are triglycerides. 7 Grab ahold of your love han¬ 
dles, and you’ve got a handful of triglycerides. Eat a steak or an 
avocado, and you’ve got a mouthful of them. Simply put, triglyc- 
endes are the primary form in which fat is found in nature. 
Triglycendes are shuttled around the body on two types of 
lipoproteins: chylomicrons and VLDL. Chylomicrons, which are 
formed in the small intestines, pick up triglycerides that are ab¬ 
sorbed into the bloodstream after you eat. VLDL, on the other 
hand, is produced by the liver and mobilizes stored triglycerides. 

The more VLDL your liver chums out, the higher your triglyc¬ 
eride level. This means that more fat is circulating in your blood. 
This is not a good thing. It makes the blood sluggish and lowers 
its oxygen-carrying capacity. A high level of VLDL also goes 
hand in hand with a low level of protective HDL cholesterol. 
Furthermore, some VLDL is converted into harmful LDL choles¬ 
terol—and it’s a smaller, denser, more easily oxidized type of 
LDL. Excessive triglycerides damage the arteries in yet another 
way. Partially degraded VLDL and chylomicrons, called remnant 
lipoproteins, which remain in the bloodstream after they’ve un¬ 
loaded their cargo of triglycerides, are highly destructive to arte¬ 
rial walls and play a role in atherosclerosis. 7 

Elevated triglycerides are particularly harmful for women. In 
fact, a high level of triglycerides is among the best predictors of 
heart disease in females. A 1999 review of seventeen studies ex¬ 
amining the link between triglyceride levels and cardiovascular 
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disease revealed tHat each 86'point rise in triglycerides was ac- 
companied by a 31 percent increase in risk in men—and a 76 
percent increase in risk in women! 3 

Keeping your triglycerides in check is a significant step in re- 
versing your risk of heart disease. (NCEP guidelines define nor- 
mal as less than or equal to 135 mg/dl.) 

According to Gerald Reaven, M.D., of Stanford University, 
insulin resistance, which we will discuss in detail in the next 
chaper, is a primary cause of elevated triglycerides. High insulin 
levels prompt the liver to make more VLDL, which results m 
higher triglyceride levels. Fortunately, triglycendes are very re- 
sponsive to exercise and dietary modifications, as well as one of 
the nutritional supplements we will discuss in part III. 0 


LIPOPROTEIN(a) AND ATHEROSCLEROSIS 

Lipoprotein(a) (Lp[a]) is a low-density lipoprotein-protein combi¬ 
nation that is recognized as another important nsk factor for hear 
disease. According to a British review ot twenty -seven studies pub¬ 
lished in Circxdaaon in September 2000, patients with elevated lev ¬ 
els of Lp(a) had a 70 percent increased nsk ot heart disease. 
Although there is general accord that Lp(a) contnbutes to athero¬ 
sclerosis, there is less consensus regarding how it does so. 

Some researchers speculate that Lp(a) is taken up bv toam cells 
and incorporated into the plaque in arterial walls. Others surest 
that it promotes the growth ot the smooth muscle cells ot the ar¬ 
teries, thickening the arteries and making them less responsive. 
Still others believe that Lp(a) is involved in the inflammatory as¬ 
pect of atherosclerosis. One of the most interesting theones about 
Lp(a) was put forth by the late Nobel Prize-winning scientist Linus 
Pauling, Ph.D., and Matthias Rath, M.D., in l'W. 

These innovative scientists described Lp(a) an L VL molecule 

surrounded by a sticky band of protein that easily adhered to .ireas 



of endothelial damage within the arteries. Noting that Lp(a) goes 
up when vitamin C levels in the blood are low, they suggested that 
the presence of ample vitamin C and other antioxidants in the 
blood might keep Lp(a) in check and protect the vascular walls. 
This theory represented a radical shift in focus from cholesterol and 
other factors that damage the arteries to the health of the arteries 
themselves and their ability to resist injury and infiltration. 

As you might expect, this theory was not well received by the 
medical establishment. However, as with virtually everything 
that the brilliant Dr. Pauling championed in his lifetime, this 
idea has more than a kernel of truth. Lp(a) and risk of heart dis¬ 
ease can be lowered with high doses of supplemental vitamin C, 
as well as other antioxidants. 


HOMOCYSTEINE: A METABOLIC TOXIN 

In 1969 Kilmer S. McCully, M.D., made a discovery so revolution¬ 
ary that it should have shaken the very foundations of cardiology. 
Instead, Dr. McCully, a Harvard pathologist at the time, was 
shunned and ridiculed by a scientific community committed to the 
cholesterol theory of heart disease. In fact, he was eventually asked 
to leave Harvard because of his renegade research. However, in re¬ 
cent years the theory first put forth by this innovative physician— 
that elevated homocysteine is a highly predictable risk factor for 
heart disease—has been validated, and Dr. McCully has been vin¬ 
dicated. In fact, according to a 1997 study, “An increased plasma 
total homocysteine level confers an independent risk of vascular 
disease similar to that of smoking or hyperlipidemia.” 12 

Homocysteine is produced during the normal metabolism of 
methionine, an amino acid found in protein. Although the body 
jtilizes small amounts of homocysteine, it becomes toxic when 
levels are elevated (above 8 mmol/1). Fortunately, your body has 
in efficient means of detoxifying and eliminating excesses of 
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homocysteine as well as other cellular toxins: a process called 
inethylation. Methylation is one of your body’s housecleaning 
services—it is as important to a healthy body as cleaning is to the 
maintenance of your home. If you never washed the dishes, vac¬ 
uumed the carpets, or dusted, your home would deteriorate be¬ 
yond repair. In a similar fashion, without adequate methvlation 
in your body, homocysteine and other metabolic by-products 
build up, initiating and accelerating not only atherosclerosis but 
also Alzheimer’s disease, cancer, and other maladies. 

Homocysteine is extremely damaging to the artenes. It de¬ 
creases the production of nitric oxide, which, as we discussed in 
Chapter 2, protects the endothelium by preventing the adhesion 
of substances that initiate atherosclerosis. Homocvsteine also ir¬ 
ritates the muscle cells of the arteries, and it makes the platelets 
stickier, increasing the likelihood of blood clots that mav cause 
heart attacks. 13 Fortunately, keeping the methvlation process in 
tiptop shape is fairly easy. All it requires is adequate amounts or 
folic acid and vitamin B12. Although vitamin B6 does not di¬ 
rectly facilitate methylation, it also lowers homocvsteine levels 
by converting homocysteine to cysteine, a harmless amino acid. 
We will discuss these vitamins further in Chapter 14 


OVERZEALOUS CLOTTING FACTORS 

The coup de grace in most heart attacks is a blood clot, which cuts 
off blood supply to a coronary artery’ and scarves an area ot the heart 
muscle of vital oxygen. Yet blood clots serve an invaluable tunc 
tion—without them we would bleed to death from the smallest of 
nicks. Whenever there is a break in a blood vessel, platelets, rallied 
by a chemical messenger called thromboxane A2, rush to the in¬ 
jured area and form a temporary plug. A number ot coagulation fac¬ 
tors in the blood are activated to transform the bkxxl at the injury 
site from a liquid to a gel-like clot to stop bkxxi loss. One of these 
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is fibrinogen, which forms a net of proteins called fibrin that holds 
platelets tightly together and seals the hole. After healing begins, 
fibrin is broken down in a process called fibrinolysis (lysis means 
dissolution or decomposition). A chief player in fibrinolysis is plas¬ 
minogen, which produces a clot-busting enzyme that eats up fibrin 
and removes the now-useless clot. 

Sometimes this elegant system goes awry and a clot develops 
spontaneously or is triggered by the rupture of a vulnerable 
plaque within a blood vessel. This is called a thrombus, and if it 
forms within a coronary artery, it may trigger a heart attack. A 
thrombus may also break off, travel in the bloodstream, and lodge 
in a small vessel in the lungs, causing a pulmonary embolism, or 
in the brain, precipitating a stroke. 14 

It is easy to see how elevated blood levels of certain clotting fac¬ 
tors could exacerbate the formation of thrombi and risk of heart at¬ 
tack. Excesses of thromboxane A2 lead to excessive clumping of 
platelets, and high levels of fibrinogen may stimulate the formation 
of unnecessary clots. Plasminogen activator inhibitor-1 (PA1-1), 
which inhibits the breakup of blood clots, is yet another factor. 15 
There are powerful drugs that modulate coagulation. But there are 
also natural therapies, which we will discuss in Part III, that safely 
and effectively address these clotting factors. 


LOW ANTIOXIDANT STATUS AND ATHEROSCLEROSIS 

Free radicals are natural by-products of normal metabolism. Any 
chemical reaction that involves oxygen (oxidation), such as the 
production of energy in the cells, creates free radicals. Because 
free radicals are missing an electron, they are very unstable and 
highly reactive. In an attempt to stabilize themselves, they steal 
electrons from other molecules, which, in turn, destabilizes those 
molecules and sets them into motion. The activity of free radi¬ 
cals reminds me of Super Balls, those small, hard rubber balls you 
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or your kids might have played with. If you bounce a super ball 
hard enough in a small room, it will wreak havoc, ncocheting 
against walls, ceiling, and floor, knocking over vases, lamps, pic- 
tures, and whatever else is in its path. 

Nature’s answer to free radicals is antioxidants. Antioxidants in¬ 
tervene in the chain of free-radical destruction by giving up elec- 
trons to stabilize these free-wheeling, highly reactive molecules. 
Thus they work on several fronts to reduce the risk of atherosclero¬ 
sis. Antioxidants nurture the endothelial cells lining the artenes 
and protect them from injury. They stop the transformation ot LDL 
cholesterol into its harmful, oxidized form. Certain antioxidants 
also help boost HDL cholesterol and strengthen the capillarv walls. 
Low blood levels of antioxidants are a decided and independent risk 
factor for atherosclerosis. In a study conducted by the World Health 
Organization, low blood levels of vitamin E were much more pre¬ 
dictive of heart attacks than better-recognized risk factors such as 
elevated cholesterol and high blood pressure. 16 

Blood tests are available to determine antioxidant levels. 
However, we don’t routinely order them at the UTutaker ell- 
ness Institute. The tests are expensive, the results are vanable, 
and, in my opinion, they are not all that helpful. Instead, we rec¬ 
ommend that all our patients increase their antioxidant levels 
through diet and supplementation. Plant foods are our best di¬ 
etary sources of these important nutrients. By following the di¬ 
etary program described in Part IV, you will dramatically increase 
your antioxidant intake. However, the best way to be sure vou re 
getting protective levels of antioxidants is to take numtional 
supplements as recommended in Chapters 13 and 14. 


INFLAMMATION: AN EMERGING MARKER 


The once-heretical concept that atherosclerosis is an inflamma¬ 
tory disease has been almost universally accepted over the pa>t 
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tew years. It hinges on the fact that every injury in the body, 
whether it is an abrasion on your skin or damage to the en¬ 
dothelial cells lining your arteries, alerts the immune system to 
mount an inflammatory response. As I explained in the previous 
chapter, inflammation facilitates healing of an injured area—it is 
a normal part of the immune response. Unfortunately, the same 
white blood cells and inflammatory chemicals that are involved 
in the healing process may also burrow into the artery walls and 
contribute to atherosclerosis. 

It is likely that minor injuries to artery walls heal without con¬ 
sequence. However, decades of injury and irritation to the en¬ 
dothelium result in arteries littered with large, stable plaques and 
smaller, vulnerable plaques filled with inflammatory compounds. 
The overburdened immune system may turn from friend to foe 
and trigger changes in these vulnerable plaques that lead to 
plaque eruption and thrombus formation, and possibly to a heart 
attack. Chronic inflammation is thus a cause—and a conse¬ 
quence—of heart disease. 

Levels of inflammatory compounds are reliable determinants 
of heart disease risk. One of the best markers of inflammation is 
C-reactive protein, which is manufactured in the liver in re¬ 
sponse to inflammation anywhere in the body—including the 
arteries. In a study published in the New England Journal of 
Medicine in 1997, Harvard researchers used as their database 
22,071 men in the ongoing Physicians' Health Study. When 
these men enrolled in the study in 1982, they were run through 
a battery of tests, and blood samples were taken and frozen for fu¬ 
ture analysis. They were all healthy at the time with no history 
of heart disease. Eight years later, 543 of the men had had a heart 
attack, stroke, or a blood clot in a major vessel. The frozen blood 
samples of these men were analyzed and compared to samples 
from 543 men who were free of cardiovascular disease. They 
found that the men with the highest level of C-reactive protein 
were twice as likely to have had a stroke and three times as likely 
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to have suffered a heart attack. And elevated Oreactive protein 
levels were present in the blood six to eight years before the car- 
diovascular event took place! 17 

Paul M. Ridker, M.D., a cardiologist and researcher at the 
Brigham and Womens Hospital and Harvard Medical School in 
Boston, has spearheaded several studies demonstrating that 
C-reactive protein is a very strong predictor of future heart attack 
or other coronary events—even stronger than cholesterol. In one 
study, women with the highest levels were at 4.4 times the risk as 
women with the lowest levels. 18 In another study Dr. Ridker 
rated the various risk factors in an attempt to see which best pre- 
dieted future risk of heart attack. He found that the most accu¬ 
rate of all was a combination of C-reactive protein and the ratio 
of total cholesterol to HDL. 19 

Of all the risk factors for heart disease discussed in this chap¬ 
ter, inflammation may be the most difficult to curb. However, a 
growing body of research suggests that dietary measures coupled 
with small doses of aspirin and natural anti-inflammatory agents 
may dampen inflammation and be one of your best defenses 
against heart disease. 


IS INFECTION AT THE HEART OF ATHEROSCLEROSIS? 

Because inflammation is so closely associated with infection, the 
possibility of a microbial component in atherosclerosis has logi¬ 
cally come up, and certain chronic, low-grade bactenal and viral 
infections have been linked with increased risk of heart disease. 
It has been theorized that these microorganisms migrate to the 
arteries, possibly on white blood cells, set up residence, damage 
the endothelium, and initiate atherosclerosis. 

One proposed culprit is the common herpes simplex virus tvpe 
1 (HSV-1), which causes cold sores on the mouth. A studv 
of more than 600 individuals revealed that people who had anti- 
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bodies to HSV-1 were twice as likely to have suffered or died 
ffom a heart attack as those who had not been exposed to the 
herpes virus. 20 Another suspect is cytomegalovirus (CMV). This 
virus is found in as many as half of all Americans over the age of 
forty, but it causes no symptoms in most. Researchers from the 
Washington Hospital Center in Washington, D.C., found that 
infection with CMV was an independent risk factor for coronary 
artery' disease in women. 21 

Chlamydia pneumoniae, a microorganism that is most signifi¬ 
cantly associated with infections in the lungs, has also been studied, 
as have bacteria associated with gum disease. Researchers at the 
Ann .Arbor Veterans Administration Hospital in Michigan discov¬ 
ered that men with severe periodontal disease were four and a half 
times more likely to have heart disease than men with healthy 
gums. These same individuals may also be at increased risk of 
stroke. According to researchers at Columbia University College of 
Physicians and Surgeons, the buildup of plaque in the carotid ar¬ 
teries (a major risk factor for stroke) was 50 percent greater in indi¬ 
viduals with diseased gums than in those with healthy gums. 22 

The newest and most intriguing microbial suspect in athero¬ 
sclerosis is Nanobacterium sanguineum. Nanobacteria, which are 
1/10,000 the size of regular bacteria, are commonly found in the 
blood of animals and humans. Researchers at the Academy of 
Sanoscience have amassed data suggesting that nanobacteria are 
implicated in atherosclerosis, kidney stones, and other disorders 
mvolving calcification. Nanobacteria are pleomorphic, meaning 
hat they have several different forms during their life cycle, and 
Dne form is characterized by a unique cell membrance that se¬ 
cretes a “gooey slime” film. This film, which protects the 
lanobacterium and links it with others, is foreign and toxic to 
he human body, so the immune system mounts an inflammatory 
esponse. Clusters of nanobacteria are walled off, and the film 
:alcifies and hardens, leaving areas of calcified plaque in the 
:oronary arteries and elsewhere in the body. 
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There is still a lot of controversy surrounding the infection- 
heart disease theory. Although direct relationships between 
these microorganisms and heart disease are not definitive, the 
research is compelling. Even if microorganisms do not actually 
infect or damage the arteries, the presence of these foreign on 
ganisms elsewhere in the body causes the immune system to be 
constantly on guard, releasing white blood cells and inflamma¬ 
tory chemicals that are most definitely involved in atherosclero¬ 
sis. This was recently supported by a study involving 1C.C0C 
adults, in which subjects with gum disease were found to have 
higher levels of fibrinogen and C-reactive protein.- 3 Not only are 
elevated levels of these two compounds indicative of infection, 
each is independently associated with increased risk of heart 
disease. 

As I said at the beginning of this chapter, heart disease is a lot 
more complicated than most people think. Yet for each and even 
one of the culprits in cardiovascular disease that we have dis¬ 
cussed, there is a safe and natural therapy. The program for re¬ 
versing heart disease is actually much simpler than the process or 
developing heart disease in the first place. All it requires is that 
you pay attention to what you eat, exercise regularly, and rake a 
few targeted nutritional supplements. 

Before we get into the particulars of the treatment ot heart dis¬ 
ease, I want to make sure you're aware ot a few medical condi¬ 
tions that dramatically increase your risk of athenasclerosis. 



CHAPTER 4 


Partners in Disease 


Heart disease does not exist in a vacuum. Don’t believe it 
when you hear about a “perfectly healthy” person who has 
dropped dead of a heart attack. The human body is much too 
finely engineered to self-destruct like that. That’s not to say 
that health problems are always evident. They are not, and 
heart disease is particularly sneaky. A high cholesterol or 
triglyceride level doesn’t make you feel ill. Elevated homocys¬ 
teine or C-reactive protein won’t send you running to the doc¬ 
tor for a pain pill. Atherosclerosis begins at a very early age, 
usually in childhood, yet gives no inkling of its presence until it 
is quite advanced. Unless you educate yourself on the underly¬ 
ing causes of heart disease and proactively take stock of your 
risk factors, you too could breeze along, never knowing you had 
my hint of heart disease. As I mentioned earlier in this book, 
iudden death from heart attack is the first sign of heart disease 
in far too many people. 

It is vital that you become familiar with the factors that put 
(Tour cardiovascular system in jeopardy. These include not only 
fie subtle events going on at the cellular level, which we cov¬ 
ered in the previous chapter, but also better known, more obvi¬ 
ous conditions that are blatant warning signs of heart disease. If 
i'ou have hypertension, odds are that you also have heart dis¬ 
ease—it is the number one risk factor for heart attack. Diabetes. 
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insulin resistance, obesity: All these conditions are “partners" in 
heart disease, and a diagnosis of any of these disorders means that 
you are at dramatically increased risk. 


HYPERTENSION: THE NUMBER ONE RISK FACTOR 
FOR HEART DISEASE 

High blood pressure is intimately related to heart disease because 
it promotes atherosclerosis. The relentless stress on blood vessel 
walls due to hypertension damages the endothelium and causes 
the heart and arteries to age before their time. Hypertension 
triples the risk of dying of a heart attack, quadruples the nsk of 
heart failure, and increases the risk of stroke sevenfold! 

When your blood pressure is taken, you will get a reading ot 
two numbers, which indicate how much force is being exerted bv 
the blood on the vessels. The top number, or systolic blood pres¬ 
sure, is the higher of the two, and it measures the pressure just 
after the heart contracts and pushes blood into the arteries. The 
bottom number is the diastolic reading, and it denotes pressure 
when the heart is at rest. 

As in any pump-pipes system, blood pressure is affected bv 
three things: pumping intensity of the heart, volume of blood, 
and resistance on the vessels. Blood pressure can varv signifi¬ 
cantly throughout the day. For example, it rises during exercise as 
the heart beats harder and faster to meet the muscles' demand for 
blood and oxygen. It is increased by stress, which tirggers the re¬ 
lease of chemicals that signal the arteries to constrict. It is not 
unusual for a patients blood pressure to be elevated m a doctors 
office—just being there is stressful to manv—while it is normal 
at home, a condition knowm as white-coat hypertension. How¬ 
ever, chronically elevated blood pressure signifies a problem. 

According to the Joint National Committee on the Pre¬ 
vention, Detection, Evaluation, and Treatment ot High Bk\\J 
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Pressure, optimal blood pressure is less than 120/80, and normal 
is under 130/85. High normal is considered to be 130-139/85-89, 
and anything above that falls into the classification of hyper- 
tension. (140-159/90-99 is stage 1, or mild, hypertension, 
160-179/100-109 is stage 2, or moderate, and 180+/110+ is stage 
3, or severe.) 1 

Fifty million Americans have hypertension, yet a third of 
them are unaware of it. Those who have been diagnosed with eh 
evated blood pressure are often saddled with ever-expanding drug 
regimens rather than being instructed in much safer, less expen¬ 
sive lifestyle therapies. Ironically, some of the drugs commonly 
used to lower blood pressure may actually increase the risk of 
death from heart attack. Nevertheless, good blood pressure con¬ 
trol, whether by the diet and other lifestyle modalities which we 
will discuss in Part III, or by drug therapy, reduces the risk of 
heart attack and other cardiovascular diseases. 


DIABETICS BEWARE 

Diabetes and heart disease go together hand in glove. It may sur¬ 
prise you that 75 percent of diabetics die from heart attacks. A 
2001 study in the British Medical Journal suggests that elevated 
blood sugar is in and of itself a powerful predictor of heart dis¬ 
eases Excess glucose in the blood damages the blood vessels, in 
part by increasing ffee-radical damage. It makes the blood 
thicker, more concentrated, and less able to deliver oxygen and 
other nutrients. Circulation is impaired, and blood flow to im¬ 
portant organs, including the heart, is restricted. 

The diabetic condition also accelerates another biochemical 
process in the body that is a well-known contributor to overall 
degeneration and aging. Glycation occurs when glucose binds to 
and chemically alters proteins, fats, and other molecules. These 
damaged molecules, called advanced glycation end products 
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(AGEs), accumulate in the cells and hamper their normal func¬ 
tioning. AGEs are involved in diabetic complications of the eyes 
and kidneys. Recent research suggests that they also are party to 
the heart disease so common in diabetics. 

When AGEs link to collagen in the arteries, these blood ves¬ 
sels lose their elasticity and responsiveness. Accumulations of 
AGEs also attract platelets that encourage the formation of 
blood clots. They bind to LDL cholesterol, making it more sus¬ 
ceptible to oxidation, and interfere with its clearance, thus con¬ 
tributing to elevated levels of this harmful type of cholesterol. 
Furthermore, some researchers have suggested that when AGEs 
are incorporated into artery walls, they promote chronic low- 
grade inflammation, which is a hallmark of atherosclerosis/ 

Diabetes, which is diagnosed when fasting blood sugar is 
higher than 126 mg/dl, is increasing in epidemic proportions. 
Worldwide its incidence has tripled in the past thirty-five years 
and is expected to double in the next twenty-five. Once a con¬ 
dition largely confined to older people, diabetes has wormed its 
way into all segments of our society, including our children. This 
is yet another unfortunate consequence ot our sedentary lifestyle, 
appetite for unhealthy food, and growing problems with obesity. 


INSULIN RESISTANCE MEANS INCREASED RISK 

Even more prevalent than diabetes is insulin resistance, which 
affects an estimated 25 to 30 percent of the American population 
and is the underlying cause of type 2 diabetes (the kind that at 
fects 90 to 95 percent of all diabetics). Insulin resistance is not 
caused by a failure of the pancreas to produce insulin Uhe 
essence of type l diabetes). Rather, it is caused by .in inability of 
the cells to allow insulin to usher in glucose, resulting in exces¬ 
sive levels of both glucose and insulin in the blood. 

Yet insulin resistance encompasses much more than ope - 
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diabetes. Abnormalities in blood lipids, hypertension, abdominal 
obesity, and increased risk of heart disease are its common com¬ 
panions. Stanford University School of Medicine researcher 
Gerald Reaven, M.D., who has been studying insulin resistance 
for thirty years, has given the cluster of conditions that stem from 
insulin resistance a name: syndrome X. (It is also called Reavens 
syndrome, the “deadly quartet,” metabolic syndrome, and insulin 
resistance syndrome.) Dr. Reaven believes that insulin resistance 
may be involved in half of all heart attacks and that it may be as 
accurate a predictor of heart disease as elevated LDL cholesterol. 5 

Insulin resistance is characterized by hyperinsulinemia (high 
levels of insulin in the blood). This bodes poorly for the arteries 
because it upsets the normal metabolism of fats. It cues the liver 
to make more very-low-density lipoprotein (VLDL), the primary 
carrier of triglycerides in the blood. As we discussed in the pre¬ 
vious chapter, an elevated triglyceride level is a risk factor for 
atherosclerosis, and VLDL has been discovered to have damag¬ 
ing effects of its own. When levels of insulin remain high, pro¬ 
tective HDL cholesterol falls, and small, dense, and very harmful 
LDL cholesterol particles are created. 

In addition to its effects on lipids, hyperinsulinemia is linked 
to inflammation. It raises levels of fibrinogen and plasminogen 
activator inhibitor-1, which are involved in the formation of 
blood clots, as well as C-reactive protein. Individuals with in¬ 
sulin resistance are often overweight as well, and Dr. Reaven re¬ 
ports that approximately 50 percent of all patients with high 
blood pressure also have insulin resistance. 

All these add up to one thing: increased risk of heart disease. 
If you are more than fifteen pounds overweight and carry that 
weight in your abdominal area, or if you have hypertension, high 
triglycerides, or low HDL cholesterol, you might consider having 
a fasting blood glucose test and perhaps a glucose tolerance test. 
If your fasting glucose is greater than or equal to 110 mg/dl and 
your glucose tolerance test higher than 140 mg/dl (these are 
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lower than the diabetic ranges), you likely have insulin rests- 
tance and all its accompanying risks. 

Fortunately, insulin resistance and its many manifestations re¬ 
spond well to the same nutritional and exercise measures (plus a 
few additional nutritional supplements) that comprise mv pro¬ 
gram for reversing heart disease. 


OBESITY: A WEIGHTY RISK FACTOR 

In the past fifteen years the number of overweight Amencans has 
grown by leaps and bounds. Today almost 55 percent of us are 
above normal weight and 22 percent are classified as clinicailv 
obese. 6 This is bad news for the cardiovascular system: Being 2C 
percent above your ideal weight more than doubles vour nsk of 
heart disease. 

One explanation for this is the increased risk of hypertension 
and diabetes that goes with a forty-inch waistline. The common 
ground here is insulin resistance. Scientists are not certain it 
extra weight increases the risk of insulin resistance or it insulin 
resistance causes the body to store more fat and gain weight. Re¬ 
gardless of the exact nature of their relationship, the two are >o 
closely intertwined that weight loss almost always improves in¬ 
sulin resistance and in many cases “cures” the conditions associ¬ 
ated with syndrome X. 

Obesity also triggers chronic inflammation. Researchers at the 
Free University in Amsterdam and the National Institute on 
Aging in Bethesda, Maryland, analyzed data on 16,CW men and 
women and found that obese men were five times as likelv to 
have high levels of C-reactive protein, an inflammatory marker 
of heart disease risk, as lean men. Obese women were even more 
prone toward inflammation. They were thirteen times more 
likely to have elevated levels than thin women. 1 

Where you carry that weight is also important in heart disease. 
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Love handles and a big belly are typical of abdominal or “apple¬ 
shaped” obesity, which places you at increased risk. You may not 
like your extra pounds any more if they’re on your hips and 
thighs, but that is definitely a healthier place to carry them. In 
fact. Harvard studies have reported that waist circumference and 
waist-hip ratio are independent risk factors for heart disease in 
women, 8 and that an apple shape is a strong predictor of death 
from cardiovascular disease in older men. 9 Abdominal fat is more 
metabolically active. It breaks down more easily into fatty acids 
that enter the bloodstream and raise triglyceride levels. 

If you aren’t sure if you are apple-shaped or the healthier pear 
shape, take a tape measure and measure the circumference of 
your waist at its narrowest point, just above the hipbones. Mea¬ 
sure your hips at their widest, and then divide your waist mea¬ 
surement by your hip measurement. For example, if your hips are 
37 inches and your waist is 28 inches, you have a hip/waist ratio 
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FIGURE 5: What Is Your Body Mass Index? 
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of 0.75, which is within the normal range. If, however, your hips 
are 36 inches and your waist is 37 inches, your ratio is a much less 
desirable 1.03. A healthy hip/waist ratio for women is less than 
0.8; for men it is less than 0.95. 

Another common measurement of obesity and overweight is 
the body mass index (BM1). Use the chart on page 55 to figure 
out your BMI. Aim for a BM1 in the healthy range of 19 to 25; 
26 or higher places you at increased risk. 

Americans spend $33 billion per year on weight-loss aids like 
diet books and prescription and over-the-counter diet pills, look- 
ing for the magic trick that will override the dozens of genes, hor¬ 
mones, and brain chemicals that influence appetite and 
metabolism. What we really need to do is improve our diets twe 
spend $110 billion per year on fast food 10 ) and lift ourselves out 
of our easy chairs and get active. There’s simplv no escaping the 
first law of thermodynamics. If you eat more calones than you 
bum, you’ll gain weight. More on this in Pan III. 


A COMPREHENSIVE APPROACH 

Anyone concerned with hean disease needs to pay special atten¬ 
tion to the conditions we have covered in this chapter, for it you 
ignore them, you’re playing with fire. But let me reassure you that 
the treatment program for reversing heart disease, which is the 
basis of this book, is in reality a program for engendering health. 
Many of the biochemical processes involved in heart disease that 
we’ve discussed in these opening four chapters have nothing per¬ 
sonal against your cardiovascular system. Disease is svstemic. 
When you take measures to improve the health of vour heart and 
arteries, you are benefiting your entire body. The tocus ot this 
book is reversing heart disease, but the beautiful part ot the 
Whitaker Wellness Institute program is the improvements you 11 
see in many aspects ot your health. 
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My program for reversing heart disease is pretty simple—so 
simple that you may be skeptical that it could possibly work. All 
it requires is that you pay attention to what you eat, exercise reg¬ 
ularly, learn to manage stress, and take a few targeted nutritional 
supplements. Do not be deceived by its simplicity. Here are some 
of the things you might expect by following the program de¬ 
scribed in this book. 

• All of the known risk factors for heart disease will be lowered 
or eliminated. Your total cholesterol, LDL, and triglyceride 
levels will fall. Your HDL will rise, and your homocysteine and 
other markers of heart disease risk will normalize. 

• You likely will reduce or eliminate your medications for 
heart disease. In some cases, this reduction will occur 
within a few weeks. 

• Your blood pressure almost certainly will fall, and you may 
be able to get off medication for hypertension. 

• Chest pain likely will diminish or stop entirely as the 
oxygen-carrying capacity of your blood increases. 

• You will probably lose weight. The average weight loss with 
this program is four to seven pounds a month, until your 
weight stabilizes near your ideal. 

• Your physical endurance will improve, as will your muscular 
strength. 

• Your cells will become more sensitive to insulin, which in 
turn will reduce your risk of developing insulin resistance 
and diabetes. If you have type 2 diabetes along with heart 
disease (a very' common combo), your need for diabetic 
drugs likely will be reduced or eliminated. 

• Your gastrointestinal system will receive a tune-up. If con¬ 
stipation has been a problem, it likely will disappear. 

• As your heart health improves, you will probably notice 
changes for the better in all aspects of your health. You’ll 
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feel better, have more energy, and notice improvements in 
your mood, memory, and sexuality. 

I have found that these improvements take place to some ex¬ 
tent in virtually every patient who undertakes this program, and 
in many the changes are striking. If the benefits of this program 
could be provided in a pill, it would be heralded as a miracle cure 
for heart disease. But of course there is no such pill, onlv a pro¬ 
gram of lifestyle changes that you must learn about, understand, 
and persevere in following. 



Part II 


The Conventional Approach to Heart Disease 




CHAPTER 5 


Heart Disease and Modem Medicine 


When President Dwight Eisenhower had a heart attack in 
1955, he was rushed to the hospital, where he remained for ah 
most two months, confined to bedrest. Before 1962, when the 
first coronary care units opened, there was little to offer patients 
who had suffered a heart attack other than rest, watchful con¬ 
cern, and hope that the injured heart muscle would heal. 1 With¬ 
out question there have been enormous advances in the tools 
available for the treatment of patients with heart disease. 

Todav patients are placed in high-tech coronary wards, hooked 
up to machines that constantly monitor heart rhythm and other 
functions. Their hearts are looked at from every angle conceivable 
with high-resolution X rays, ultrasound, and other sophisticated 
scanning devices. They are even examined from the inside, with 
catheters snaking up through the body into the coronary arteries. 

Whereas physicians in President Eisenhower’s day had at their 
disposal a handful of drugs to manage heart disease, today there 
are more than a dozen major classes of pharmaceuticals and 
scores of individual drugs aimed at ailments of the heart. There 
are drugs that regulate the rhythm of the heart, slow it down, or 
speed it up. Others reduce the amount of oxygen required by the 
heart muscle or improve oxygen efficiency. Lower blood pres¬ 
sure, dilate the arteries, improve cholesterol and triglyceride lev- 
els: you name it and there’s a drug that “fixes” it. 
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Even more astounding advances have been made in the oper- 
ating room. We now have the technology to stop the heart com¬ 
pletely while doctors perform elaborate surgery on the hearts 
blood vessels, a procedure undreamed of in the 1950s. We can 
ream out, prop open, or even bypass blockages in the arteries al¬ 
together. Lasers and robotics have entered the picture—chest 
pain can be relieved by drilling tiny holes in the heart with lasers, 
and surgeons can control tiny instruments in minimally invasive 
procedures. 

These advancements are believed by physicians and patients 
alike to save the lives of hundreds of thousands of patients with 
heart disease every year. But do they? Where is the proof? 


IS SURGERY SCIENTIFIC? 

The introduction of surgical procedures follows quite a different 
path than the more familiar road of drug development and ap¬ 
proval. You probably know that before a drug comes to market, it 
must undergo a series of clearly defined steps to gain approval bv 
the Food and Drug Administration (FDA). It is first subjected to 
extensive animal testing to determine its safety and effectiveness, 
followed by carefully controlled human tnals in which the drug 
is slowly and painstakingly studied tor both its etficacv and ad¬ 
verse effects. Only after it meets all these requirements is a dnig 
approved for routine use. And despite all this testing, some ot the 
drugs that gain approval turn out, as I will show vou, to be more 
dangerous than suspected and are ultimately banned from use. 

Surgical procedures have no such approval process. Animal re¬ 
search, when it is done at all, is performed primarily to pertect 
the surgical technique, rather than to assess the procedure's dan¬ 
gers or ultimate usefulness. Many, if not all, new surgical proce- 
dures are developed on the assumption that they might help; then 
thev are tried on human beings to see it they do work. In other 
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words, they are performed, often for years, without any proof of 
efficacy. Sometimes a surgical procedure—such as tonsillectomy, 
a childhood rite of passage when I was growing up in the 1950s— 
is eventually abandoned or sharply curtailed after scientific stud- 
les show lack of benefit. Meanwhile, millions of patients serve as 
guinea pigs for untested procedures. 

I personally believe that all surgical procedures should be sub¬ 
jected to the same type of controls that are required for new drug 
approvals. A new operation should first be done on animal mod¬ 
els of the disease to determine its effectiveness and safety. If these 
animal experiments demonstrate a significant benefit, then care¬ 
fully controlled studies in human volunteers would follow. Half 
of the volunteers would have the operation while the other half 
would be treated more conservatively. Both groups would be fol¬ 
lowed for a period of five years to determine if the procedure does 
indeed alter the natural course of the disease or have significant 
benefits, and to monitor its short- and long-term adverse effects. 
If the surgery’s benefits outweighed its risks, then and only then 
would the surgical community be allowed to include it in their 
repertoire, and surgeons would be required to receive training in 
the new technique prior to utilizing it. 

Do not interpret this discussion as a blanket criticism of 
surgery' or of surgeons. I feel that many of our surgeons are among 
the most caring, competent, and concerned physicians in the 
country. Nevertheless, their craft includes so much risk that sim¬ 
ply allowing procedure after procedure to be haphazardly devel¬ 
oped, then abandoned and replaced by other untested 
procedures, doesn’t make much sense. 


OUR DRUG CULTURE 
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lifesaving, health-enhancing wonders. The current system of 
medicine and medical education is tightly intertwined with the 
pharmaceutical industry. One lesson every medical school gradu¬ 
ate walks away with is that drugs are the primary therapy for vir¬ 
tually all conditions. Links with drug companies become even 
stronger after medical school. Ongoing education for most physi¬ 
cians comes from medical journals (most of which are filled with 
pharmaceutical advertisements), from drug company sales repre¬ 
sentatives, and from pharmaceutical industry—sponsored confer¬ 
ences and events, where physicians are “educated” on the use of 
specific drugs. 

Drug companies defend costs by reporting that they spend bil¬ 
lions per year on research, but they neglect to mention expendi¬ 
tures on marketing and promotion—including billions of dollars 
on advertisements directed at consumers. 2 And their marketing 
efforts are paying off. Our health-care system is being bankrupted 
by more and more prescriptions and costlier drugs. 

If drugs were safe, that would be one thing. But they aren t. 
Drugs are unnatural agents (You can’t patent anything found in 
nature). They alter biological systems to bnng about a desired ef¬ 
fect. However, because they are foreign to the hurftan body, they 
also have side effects and adverse reactions that are often com¬ 
pletely unanticipated. More than 2.2 million adverse reactions to 
prescription drugs are reported in this country even year, and 
106,000 deaths are caused by drugs used exactly as prescribed. 
Believe it or not, prescription drugs kill more people in any given 
year than stroke, diabetes, pulmonary disease, AIDS, accidents, 
murder, or illegal drugs! 


PREVENTION VERSUS TREATMENT 


More than 100 billion dollars are spent each year in this country 
on the treatment of cardiovascular disease, vet it ieniain> our 
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leading killer. 4 This is not to say we’ve made no progress against 
heart disease. After sharp increases in the 1950s and early 1960s, 
a dramatic decrease in the death rate from coronary heart disease 
began. According to Dr. Robert I. Levy, former director of the 
National Heart, Lung, and Blood Institute, from 1968 to 1978 
heart deaths decreased by 29 percent. 5 During the 1980s, the de- 
cline continued at a yearly rate of 3.5 percent. 6 And in the last 
decade of the century it fell again by half. 

The medical establishment doesn’t hesitate to take credit for 
falling mortality rates associated with heart disease, pointing to 
advances in surgical techniques, medical devices, and drugs. But 
newer isn’t necessarily better, and these high-tech gadgets and 
powerful medications aren’t all they’re cracked up to be. Con¬ 
sider bypass and angioplasty, the big guns of cardiology. In Chap¬ 
ters 7 and 8 I will provide you with clear and perhaps startling 
evidence that these invasive procedures have made little to no 
significant contribution to the decline in the death rate from 
heart disease. Despite the popularity of these procedures—more 
chan a million are performed every year in the United States 
alone—there is well-documented evidence that these interven- 
:ions do not prolong life for the vast majority of patients who un¬ 
dergo them. 

Then there are drugs. Pharmaceutical companies point to the 
development of life-saving drugs as a major factor in the declin- 
ng death rate from heart disease. Some drugs are beneficial, 
"iowever, to suggest that drugs play the dominant role in the re¬ 
duction in deaths from heart disease that began in the late 1960s 
s disingenuous. These drugs were not widely used until the mid- 
^venties, a time when the fall in the death rate was already well 
ander way. According to a 2000 World Health Organization 
tudy, ‘‘When the decline began in the USA, the revolution in 
:oronary care had not started and the current powerful drugs 
vere not available. Countries with rising or stable rates were 
ising and adopting new treatments at the same time as the USA. 
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If new drugs and treatments are the main contributor to the de¬ 
cline in coronary-event rates between the mid-1980s and mid- 
1990s, this finding cannot be extrapolated back to the 1960s and 
1970s or, necessarily, into the future. . . 

One area that has had some impact on declining deaths from 
heart disease is the medical care of patients immediately after a 
heart attack. In President Eisenhower s day, only two out of even 
three patients who made it to a hospital after suffering a heart 
attack left the hospital alive, compared to 90 percent today. The 
accessibility and frequent use of thrombolytic therapy { clot- 
busting drugs), aspirin, and anticoagulants administered after a 
heart attack appear to be responsible for much of the improve¬ 
ments in survival after heart attack. 5 Other in-hospital interven¬ 
tions also may contribute to some of the positive changes m 
mortality statistics. 

However, most who die from heart attacks die before they 
reach the hospital. Therefore, even though medical treatment or 
the acute heart attack victim has improved, it is not and cannot 
be the explanation for the dramatic drop in deaths from heart 
disease over the last forty years. 

If treatment isn’t driving down our rates ot heart deaths, what 
is? As I explained in the opening chapter of this book, ic is pre¬ 
vention. A large international study funded by the ^Xorld Health 
Organization and published in 1999 concluded that although im¬ 
provements in the acute treatment ot heart attack patients could 
indeed lay some small claim to declining death rates from heart 
disease, the real reason was that /euer people uere having heart at¬ 
tacks. 9 The true heroes are not surgeons or drug manufacturers or 
hospitals but the people who are getting a handle on their nsk 
factors by stopping smoking, eating better, and exercising more. 

I recognize that there will be continued advancements in the 
treatment of heart disease, and some (though certainly not alP ot 
them will benefit patients. However, very' tew ot the tcols used b\ 
today s physicians are geared toward eliminating the underlying 



causes of atherosclerosis or, for that matter, slowing down its pn> 
gression. More than a million Americans submit to the cardiolo¬ 
gist s knife or catheter every year, convinced that their lives are 
being saved. Tens of millions dutifully take drugs that they’ve 
been told are keeping them alive. These presumptions simply are 
not true, and in the next few chapters I’ll tell you why. 



CHAPTER 6 


The Slippery Slope of Diagnostics 


Charlie picked up a flier in a drugstore advertising a 
health fair at his community hospital. Several physicians would be 
speaking on health-related topics, and free screenings tor vision, 
blood pressure, blood sugar, and cholesterol were ottered. Ir 
sounded interesting, so Charlie and his wife showed up and made 
the rounds of the various lectures, exhibits, and screenings. A cou¬ 
ple of weeks later Charlie got a phone call from a physician's otfice 
informing him that his cholesterol test had just come back, and his 
level was high. Since his blood pressure had also been recorded as 
somewhat elevated, he w^as advised to set up an appointment to 
come in and discuss these findings- Although Charlie felt great and 
had no significant health problems, this new's worried him a little, 
so he scheduled an appointment. 

Although he was unaware of it at the time, Charlie had 
stepped onto the slippery slope of the heart disease industry, and 
unfortunately for him, he took a plunge. First, he was told that 
he needed to have an exercise stress test. A slight abnormality 
on this test led him to the angiography lab, where blockages 
were discovered in two of his coronary arteries, and from there 
he was pushed into the surgical suite for coronary artery bypass 
surgery. All this in a patient who had never had a single sign or 
symptom of heart disease! 

1 wish Charlies story were a fluke, but it is not. Dunng mv 
near thirty years as a practicing physician 1 have seen this see- 



The Slippery Slope of Diagnostics / 69 


nano played out hundreds of times, and each and every time it 
fuels mv drive to educate people about the inner workings of the 
heart surgery industry. In this chapter I want to tell you about the 
most common diagnostic and screening tests for heart disease 
and how they can be a gateway to unnecessary and injurious in¬ 
vasive procedures. For the uninformed patient, like Charlie, a 
simple, seemingly harmless diagnostic test is all that is needed for 
vet another unnecessary bypass operation. 


ANGIOGRAPHY: THE TARNISHED GOLD STANDARD 

Most of the medical establishment holds that the gold standard 
in cardiology diagnostics is angiography, or cardiac catheteriza¬ 
tion. Angiography is an invasive X-ray procedure that provides a 
close look at the anatomy of the coronary arteries. A patient 
checks into a cath lab in a hospital and is prepped and given a 
local anesthetic and mild sedative. A hole is punctured in the 
femoral artery 7 in the groin and a long, thin catheter is inserted. 
It is snaked up the artery and directed into one or more of the ar¬ 
teries in the heart. Once there, a dye is injected through the 
catheter, and X-ray pictures are taken. The catheter is then re¬ 
moved, and pressure is placed on the femoral artery to stop bleed¬ 
ing. After a few hours of bedrest, the patient is released. By 
reading these pictures, a radiologist or cardiologist determines 
the location and severity of blockages in the coronary arteries. 

This test is widely assumed by both patients and physicians to 
be a very accurate method of assessing the degree of blockage in 
the heart arteries. In truth, angiograms are far from accurate. 
Technical problems can undermine the accuracy of this test. 
When the dye is injected into the artery, the pressure of the in¬ 
jection can distend an arterial segment and give false readings. 
And as with any X-ray procedure, positioning of the X-ray beam 
can distort, magnify, or completely miss alterations in the flow of 
dye in the artery. 



79 / Reversing Heart Disease 

Technical errors aside, there are inherent inaccuracies in angiog¬ 
raphy. The dye that illuminates the arteries detects blockages as a 
series of lumps or bumps that are interpreted as prime offenders in 
heart disease. However, as we discussed in detail in Chapter 2, ath¬ 
erosclerosis is generally diffuse, with smooth and symmetrical lavers 
of buildup as well as random projections into the lumen, or open¬ 
ing of the artery. Since an angiogram shows only pronounced in¬ 
trusions into the lumen and misses the smaller, smoother buildup, 
it routinely misinterprets the degree of blockage in the artery. 

According to Steven E Nissen, M.D., director of cardiology at 
the Cleveland Clinic Foundation in Ohio, it also misses the smaller, 
vulnerable plaques, which are much more susceptible to rupturing 
and instigating a heart attack than the large plaques that are picked 
up. 1 In a 2001 presentation, Dr. Nissen presented evidence that an¬ 
giography fails to pick up an astounding 95 to 99 percent of all ath¬ 
erosclerotic plaques. 2 Angiography scouts out the war against heart 
disease on one front—seeking out large plaques—while ignoring 
the far more serious battles going on elsewhere. 

To see exactly how inaccurate angiography is, Ernest N. Ar¬ 
nett, M.D., from the National Heart, Lung and Blood Institute 
and the Department of Medicine of the National Naval Acad¬ 
emy in Bethesda, Maryland, performed autopsies on patients who 
died shortly after having a coronary angiogram. He examined in 
detail sixty-one coronary arteries from these patients and found 
that angiography routinely underestimated the seventy of the 
disease and in some cases missed severe blockages altogether. 
Most of the arteries examined showed 25 to 60 percent diffuse 
plaque obstruction throughout. * 


ANGIOGRAMS JUST ARENT VERY ACCURATE 

Yet another serious drawback ot angiography is what is known a.s 
interohserver variability. Aneioerams are read bv radiologists or 
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cardiologists, who estimate the degree of blockage. However, 
studies have shown that there are marked inconsistencies in 
interpretation—from 7.5 to as much as 50 percent—from one 
physician to another. 4 Leonard M. Zir, M.D., of the Department 
of Radiology at Massachusetts General Hospital, compared the 
readings of four experienced angiographers interpreting twenty 
consecutive coronary angiograms. These doctors had been work¬ 
ing together for years reading angiograms as a group. However, 
when asked to read the angiograms individually, Dr. Zir found 
wide variations in interpretation, and he concluded that this 
posed a considerable problem. “Interobserver variability in the 
interpretation of lesions in the coronary vessels might be simi¬ 
larly translated into different decisions about the necessity for 
coronary artery bypass surgery or, if coronary bypass is to be per¬ 
formed, which vessels are bypassable. Interobserver variability is 
a significant limitation of coronary angiography and clearly re¬ 
quires further study.” 5 

A group of researchers from the University of Iowa delivered 
what in my opinion should have been the knockout punch to the 
assumed accuracy of angiography. Carl W. White, M.D., and col¬ 
leagues measured the blood flow through the coronary arteries of 
patients undergoing bypass surgery and compared these blood 
flow measurements to angiograms on the same arteries. They dis¬ 
covered that the angiographic findings had no correlation at all 
to the actual blood flow measured during surgery! For instance, 
there was no significant difference in blood flow through the ar¬ 
teries that had appeared on angiogram to have a 60 percent 
blockage, compared to arteries pegged with 90 or even 95 percent 
blockages. In fact, some of the arteries with a 95 percent block¬ 
age according to angiography had greater blood flow than arter¬ 
ies read as having only a 40 percent blockage. 

These researchers rightly concluded: “The results of these stud¬ 
ies should be profoundly disturbing to all physicians who have re¬ 
lied on coronary angiograms to provide accurate information 
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regarding the physiologic consequences of individual coronary 
stenosis.” 6 Disturbing to physicians, but what about the patients.’ 


BEFORE GETTING AN ANGIOGRAM, 

GET A SECOND OPINION 

Thomas B. Graboys, M.D., a cardiologist at Harvard Medical 
School, is an astute physician and researcher. Although he tunc- 
tions in a conservative bastion of medicine, he has always refused 
to accept standard cardiology practices on faith alone. His push 
for thorough and unbiased validation of current medical prac¬ 
tices has resulted in several breakthrough studies, including one 
that challenges the “let’s catheterize” attitude of his colleagues. 

In this study, 168 patients with angina who had been recom¬ 
mended to have an angiogram came in of their own accord for a 
second opinion. Using information obtained from noninvasive 
tests, such as the exercise stress test and echocardiogram. CY 
Graboys and his colleagues determined that ordy six of the io5 
actually needed to have an angiogram. Another 25 patients were 
recommended to defer angiography pending further studies. The 
remaining patients—80 percent—did not require it at all. 

The group then followed these patients for an average of tour 
years to see how they fared without the angiogram that would 
likely have steered them toward bypass surgery. Over that four- 
year period, these patients expenenced a 1.1 percent annual 
death rate from heart disease—less than the death rate tor pa¬ 
tients undergoing bypass surgery at that time. The Grabovs team 
concluded that angiography, which they descnbed as a '‘conduit 
to bypass and angioplasty, is unnecessary tor a majority of the 
patients who are urged to undergo it. Furthermore, this study 
clearly demonstrated that most patients, even those with severe 
blockages, can be treated safely with conservative measures. 

The lesson here is simple: It your doc tells vou to have an an- 
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giogram, consider it carefully. And if he or she tells you that you 
cannot be treated unless an angiogram has been obtained, don’t 
buy it. Treatment decisions should be based on your clinical con¬ 
dition: how much pain you are having and what brings it on, 
vour exercise tolerance, and the results of your exercise stress 
test, echocardiogram, and blood tests—all of which can be ob¬ 
tained by efficient, advanced, noninvasive testing. 

Before submitting to angiography, you had best get a second 
opinion—a true second opinion and not just a nod of agreement 
from a physician cut from the same cloth. Take the list of refer¬ 
ences from this chapter pertaining to angiography to your local 
medical library 7 and obtain copies of these key articles. Read them 
carefully, and present them to the physician who renders your 
second opinion. 

The profile of the patient described by Dr. Graboys in the 
study mentioned above who did not need immediate angiogra¬ 
phy (the vast majority of the patients who had been referred for 
the test) was simple. The patient had predictable symptoms— 
angina with exercise but not while resting or during the night. 
He or she had adequate heart function as determined by ejection 
fraction and an exercise stress test free of exercise hypotension 
(low blood pressure). The presence of ST-segment depression (an 
irregularity 7 on exercise stress testing that often drives patients to¬ 
ward immediate angiography) was a nonissue in this study. If 
noninvasive screening tools demonstrate evidence of significant 
impairment of the heart during exercise or severe chest pain or 
shortness of breath that cannot be controlled by medication and 
the lifesty le changes we will discuss in Part III, then angiography 
zould reveal a condition that would warrant invasive therapy. 

To recap, although angiography is often billed as simply a di¬ 
agnostic or screening test, it is more often a prelude to invasive 
iaeart procedures—the final and deciding step on the slippery 
dope of bypass surgery and angioplasty. Therefore, it should be 
lsed only as a last resort. 
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DON'T BET ON THE UITRAFAST CT SCAN 

There is another screening test that is tunneling people into un- 
necessary heart procedures. You may have heard a commercial on 
your local radio station or seen ads in your paper touting a pain- 
less, noninvasive test to predict your risk of heart disease. These 
very provocative ads often end with the testimonial of a grateful 
patient who, thanks to this test, was “fortunate” enough to have 
had an angiogram and an angioplasty—leaving him and many 
listeners convinced that the test saved his life. 

The test is electron beam computed tomography (EBCT), com- 
monly called ultrafast or rapid CT scan. It uses a specialized X-rav 
machine that takes extremely fast, stop-action pictures of the heart. 
Like other CT scans, it visualizes cross sections of an organ. Unlike 
traditional CT, its speed allows it to take pictures of moving organs, 
such as a beating heart. The ultrafast CT scan identifies calcium in 
the arteries of the heart. Because calcium is incorporated into arte' 
rial plaque, proponents tout it as an excellent screening tool tor atlv 
erosclerosis and risk of heart attack. Patients are given a calcium 
score of minimal, slight, moderate, or marked, which they are told 
correlates with their degree of heart disease. 

This whole presumption, in my opinion, is unsound. First, cal¬ 
cium deposits in the arteries do not in and ot themselves predict 
heart attack or death from heart disease. Several studies have 
demonstrated that the death rate ot patients with one blocked 
artery was no lower than that of patients with two and sometimes 
with three obstructed arteries. It calcium-containing arterial 
blockages—as determined by angiography, ultrafast CT scan, or 
any other screening tool—were predictive ot death or heart at¬ 
tack, then patients with multivessel disease would inevitably 
have had higher heart attack and death rates than those with 
single-vessel disease. This just w-asnt the case.' 

Furthermore, the absence ot calcium deposits in the arteries dees 
not preclude the risk of athemsclerosis. It has been well documented 
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that some patients who have had heart attacks have little or no cal¬ 
cium in their coronary arteries. Calcium tends to be present in large, 
stable, calcified plaques but less prevalent in the smaller, softer but 
more deadly vulnerable plaques involved in most heart attacks. 

One of the most complete studies of the ultrafast CT scan’s 
power to predict heart attack was published in 1999. The 1,196 sub¬ 
jects recruited for this study averaged sixty-six years of age, and al¬ 
though they were at high risk for heart disease, they had no outright 
symptoms. They were screened with ultrafast CT scan, as well as 
with tests of common, established heart disease risk factors (ele¬ 
vated cholesterol, low HDL cholesterol, high blood pressure, and 
elevated body mass index). Sixty-eight percent of the study partic¬ 
ipants had detectable coronary calcium on ultrafast CT. However, 
at the end of this three-year study, the calcium score proved to be 
no better than the conventional risk factors at predicting heart at¬ 
tacks. Since the ultrafast CT scan added no significant information 
to the conventional risk factors, the authors concluded that its use 
in clinical screening was not justified. 9 

One of the problems that plagues angiography is also endemic 
in the ultrafast CT scan: accuracy. According to Robert C. De- 
trano, M.D., professor of medicine at UCLA, reproducibility of 
findings varies widely among investigators, even in same-day re¬ 
peat testing in the same patient. He cited a Mayo Clinic study 
chat showed a 49 percent variability! 10 Such inconsistency is 
bound to result in a rash of false positives, tests interpreted as 
showing problems when, in fact, no problems exist. 

I am more than a little worried about this test because it is 
being so heavily advertised directly to the public. Three out of 
Pour patients undergoing ultrafast CT scanning at major medical 
centers come in of their own accord. These people, many of them 
without any signs of heart disease whatsoever, plunk down their 
5400 to $500 for the test and, when told of their elevated cal- 
:ium score, join the swelling ranks of the “worried well.” 11 Such 
individuals, dealing with the fear of lurking disaster, may hastily 
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Diagnostic Testing the Whitaker Wellness Way 

What Is the best way to assess your risk of heart disease? At 
the Whitaker Wellness Institute we rely heavily on a patient's 
medical history and examination. It is amazing how much a 
physician can learn during an office visit By asking the right 
questions, drawing the patient out and really listening and ob¬ 
serving, a physician can uncover more information than you 
might imagine possible. In fact, it is not unusual for the patient, 
directly or indirectly, to make the diagnosis. 

Of course, we also do a thorough physical exam, and we ob¬ 
tain invaluable information from the blood tests discussed in 
Chapter 3, such as blood fats, homocysteine, high-sensitive C- 
reactive protein, and blood sugar. In addition, we utilize two 
noninvasive tests that do a superb job of screening for cardio¬ 
vascular disease: the exerdse stress test which shows how well 
the heart functions during exerdse, and the echocardiogram, 
which monitors the heart's anatomy. Used appropriately, these 
screening tests are valuable tools in assessing the health of the 
heart and structuring reasonable and effective programs for the 
overwhelming majority of patients with heart disease. 


agree to unwarranted interventions. Avoid the ultratast CT scan. 
It is yet another gateway to invasive heart procedures. 


THE VENERABLE EXERCISE STRESS TEST 

The exercise stress test has been around tor a long time. In 1 
Willem Einthoven first identified changes in the electrocardio¬ 
gram (EKG) with exercise, and in l*?32 exercise tku was tirsi 
used to diagnose angina. Although manv physicians prefer newer. 
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more higlvtech tests on the assumption that they are superior, I’ve 
remained loyal to the exercise stress test. Its predictive value for 
heart disease is unsurpassed. It is an excellent screening tool for 
healthy people with no signs of heart disease (1 recommend it to 
anyone over the age of forty before beginning a vigorous exercise 
program) and for people with diagnosed or suspected heart disease 
to determine degree of severity. 

As its name implies, this test is simply an EKG taken during 
exercise to evaluate the function of the heart under stress. As 
with anv EKG, electrodes that detect electrical impulses gener¬ 
ated by the heart are attached to the arms, legs, and chest. The 
patient then walks on a treadmill or rides a stationary bike at 
gradually increasing speeds and degrees of difficulty (the tread¬ 
mill is elevated and the resistance on the bike is increased). Dur¬ 
ing the average ten-minute test, blood pressure, heart rate and 
rhythm, and symptoms such as chest pain, shortness of breath, 
and fatigue are constantly monitored. All the while, the elec¬ 
trodes send impulses to a machine, where they are recorded as a 
senes of waves representing each beat of the heart. 

We can leam a lot from an exercise stress test. For example, 
failure of the systolic pressure (the top number in the blood pres¬ 
sure equation) to rise during exercise usually indicates problems 
with the heart’s pumping efficiency. Heart rate, arrhythmias, 
blood pressure changes during exercise, how quickly your heart 
rate returns to normal after exercise—all these things are fac¬ 
tored in. Among the most highly predictive findings on a stress 
test are how long you can exercise and how you feel. If you can 
keep up with the expected duration and intensity for your age 
without having chest pain or shortness of breath, that is an ex¬ 
cellent sign of good heart health. 

Like any test, the exercise stress test isn’t perfect, nor is it al¬ 
ways analyzed accurately. Several studies have shown that the 
stress test is less accurate in women, who tend to have a higher 
rate of false positives. In addition, false negatives (a normal test 
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when heart disease is present) are not uncommon m young men. 
Furthermore, it has been my experience that some physicians 
overemphasize minor abnormalities and tell patients thev have 
heart problems when in reality nothing of significance is present. 

Exercise stress testing is safe, although it can, like anv form of 
exercise, induce angina in patients with severe heart disease, and 
a few heart attacks during testing have been reported. Overall, 
however, the exercise stress test meets the critena for safe tv and 
accuracy to be considered one of our best screening tests for heart 
disease. According to a 2000 article published in The Lancet. 
u . . . the simple exercise stress test can in most cases outperform 
the newer tests. .. . Brief, inexpensive, and done in most cases 
without the presence of a cardiologist, the exercise test offers the 
highest value for predictive accuracy of any of the noninvasive 
tests for coronary artery disease.” 12 

ECHOCARDIOGRAPHY GIVES AN INSIDE VIEW 

Echocardiography is a procedure that allows us to visualize tne 
anatomy and function of the heart. It utilizes an ultrasound, a 
machine that transmits sound waves, which bounce off organs 
with varying intensity; then captures them and translates them 
into pictures. Ultrasound has all kinds of diagnostic purposes and 
is so safe that it has been utilized tor decades to monitor preg¬ 
nancy. Its use in cardiology goes back even further, and numer¬ 
ous variations have evolved, such as color-flow LVppler (which 
visualizes blood flow), transesophageal echocardiography 
(a probe is inserted so the heart can be visualized from behind V 
and stress echocardiography (in which the panent exercises bv 
pedaling a bicycle-like contraption while lving on the table, or 
drugs are administered to increase the heart rate). 

The standard echocardiogram is completely noninvasive. The 
patient lies on a table and a technician positions a probe directIv 
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on the skin over the heart. Guided by an image of the heart on a 
screen, he moves the probe around to examine various aspects of 
the heart and prints pictures of important areas. Echocardiogra¬ 
phy provides a wealth of information about the heart. It clearly 
reveals heart valve abnormalities, abnormalities in the peri¬ 
cardium (the thin membrane covering the heart), blood clots 
within the heart, and even unusual heart rhythms. It also shows 
the size of the heart: enlargement indicative of heart failure and 
thickening of certain areas common in uncontrolled hyperten¬ 
sion. Ot particular importance is the size and function of the left 
ventricle, the chamber that ejects blood into the aorta. 

One of the most significant pieces of information that 
echocardiography provides is the ejection fraction. The ejection 
fraction is the percentage of blood ejected from the left ventricle 
with each beat, and it is a crucial indicator of heart function. If 
the heart is filled to a capacity of 100 cc of blood and the next 
stroke pumps out 70 cc, the ejection fraction is 70 percent. If it 
pumps out only 35 cc, the ejection fraction is 35 percent. The 
healthier the heart—the stronger and more efficient—the higher 
the ejection fraction. A normal ejection fraction is considered to 
be in the 50 to 75 percent range. 

The ejection fraction and thus the function of the left ventri¬ 
cle is a pretty reliable indicator of heart disease risk. According 
to the Coronary Artery Surgery Study (CASS) (a landmark 
study of the merits of bypass surgery that we will discuss in detail 
in the next chapter), patients with an ejection fraction of 50 per¬ 
cent or greater had a very low risk of heart attack or death from 
heart disease. Even if such a patient had blockages in one, two, 
or even three coronary arteries, if the heart was pumping effi¬ 
ciently the chances of having a major coronary event were about 
jne in 100—without invasive treatment. Patients with a poor 
ejection fraction, less than 50 percent, had a less optimistic prog- 
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OTHER DIAGNOSTIC AND SCREENING 10015 
FOR CARDIOVASCULAR DISEASE 

There are ocher screening and diagnostic took for heart disease that I 
want to review briefly. Nuclear imaging using radioactive isotopes is 
one of the most high-tech types of heart imaging techniques- The most 
popular nuclear imaging tool is the thallium scan. Thallium is injected 
into the bloodstream during maximum exercise. Because it is rapidly 
taken up by healthy heart tissue but not by damaged areas of the heart, 
it delineates the extent of damage to the heart muscle. Single-photon 
emission computed tomography (SPECT), positron emission tomog¬ 
raphy (PET), and radionuclide \enmculographv are other imaging 
techniques that provide high-resolution pictures at the heart. 

Magnetic resonance imaging (MRI) uses the magnetic properties 
of subatomic protons to provide three-dimensional pictures of the 
heart and vessels. The patient is placed in a chamber and subjected 
to a strong magnetic field that lines protons up. The protons are 
then disturbed with radio-frequency energy pulses, which cause 
them to resonate at specific frequencies that can be transmitted to 
a monitor as a picture. 13 When MRI was introduced, it was limited 
to tissues such as the brain and joints—a beating heart was hard to 
visualize. New techniques permit improved visualization. There are 
high hopes for this tool, for it may be able to idennfv the smaller 
vulnerable plaques that are most often involved in heart attacks. 4 

These tests are, for the time being anyway, quite pneev and their 
use is limited primarily to patients whose coronary status cannot be 
determined by the screening and diagnostic tvx>ls discussed earlier. 

Testing aside, there's an even better w~ay to stav ahe^i ot heart 
disease: Presume that you have atherosclerosis and act accord¬ 
ingly. Begin a regular exercise program. Eat a heart-healths diet 
Take a potent multivitamin and mineral supplement with high 
doses of antioxidants and B-complex vitamins. Even it you Jon t 
have heart disease, this program will improve vour overall health 
and dramatically lower your risk ot ever having a heart arrack. 



CHAPTER 7 


Bypass Surgery: 

Pros and Cons, Risks and Benefits 


Here is a scenario played out more than half a million 
times a year in this country. The dedicated heart surgeon enters 
the surgical suite. Armed for battle and supported by his loyal 
entourage, he approaches the prepped patient, and the action 
begins. Hours pass. He finally emerges with good news for the 
awaiting family: He has saved the life of the patient. Sometimes 
the outcome is different, and he must be the bearer of bad news. 
Tm sorry. I did all I could to save the patient, but his heart dis¬ 
ease was just too far advanced.” 

If you haven’t experienced this yourself or known someone who 
has, then you’ve seen it enacted on TV, where the heart surgeon as 
hero is a familiar character. Fiction aside, coronary artery bypass 
surgery, angioplasty, and the supporting industry they have 
spawned are firmly entrenched in modem medicine. These inva¬ 
sive procedures are recommended with such confidence and 
enthusiasm by so many cardiologists that there appears to be almost 
no question as to their need or value. Heart surgery is viewed as the 
last chance for unfortunate patients suffering with heart disease. 
The lucky ones who get to have surgery are almost assured of a 
longer, better life, while the unfortunates who for one reason or an¬ 
other cannot go under the knife are likely on their way out. 
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I have one goal in the next two chapters, and that is to dis¬ 
mantle this preconceived notion. The common perception that 
surgery is the best or only option for patients with heart disease 
and that it consistently saves lives and improves quality of life is 
simply wrong. Of course, some patients do benefit from invasive 
procedures to open their coronary arteries, but only a small sub- 
set of patients falls into this category. There is a plethora of sci¬ 
entific data clearly demonstrating that for the vast majontv of 
patients, heart surgery is expensive, dangerous, and unnecessary. 

I am not alone in my opinion. Peter Libby, M.D.. chief of car¬ 
diovascular medicine at Brigham and Womens Hospital and pro¬ 
fessor of medicine at Harvard Medical School, has stated that the 
real problem is not large, stable plaques but the smaller, vulnera¬ 
ble plaques we discussed in Chapter 2. u We have a new thera¬ 
peutic goal—the stabilization of lesions rather than extirpating 
them by surgery or angioplasty. We have also come to recognize 
that none of our high-technology therapies for treating ischemia, 
including surgery and angioplasty, actually reduces the incidence 
of MI [myocardial infarction, or heart attack] or prolongs life, ex¬ 
cept in selected subgroups of patients.” 1 

In this chapter we will dismantle the myths about coronary 
artery bypass grafting, the king of the heart surgery industry, and 
in the next chapter we will tackle angioplasty, the crown pnnce. 


WHAT IS CORONARY ARTERY BYPASS 
GRAFT SURGERY? 

Before we enter the fray of the controversy surrounding coronary 
artery bypass surgery, 1 want to review what this surgery actually 
involves. Let’s take the case of my patient John. When he was 
sixty-three years old, John was rushed to the hospital with severe 
chest pain, in the throes of a heart attack. He was told that m 
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order to prevent another, likely fatal heart attack, he needed im¬ 
mediate bypass surgery. Scared out of his wits, John agreed. 

He was propped and taken to the surgical suite, and the med¬ 
ical team got to work. After John was anesthetized, an electric 
saw cut through his breastbone and split his chest down the cen¬ 
ter. A device, appropriately called a rib spreader, separated his rib 
cage to expose his heart and lungs. The heart surgeon cut and 
peeled away the pericardial sac that covers the heart to reveal the 
heart muscle. Meanwhile, another surgeon was making an inci¬ 
sion on John’s leg and removing the saphenous vein, a nonessen¬ 
tial blood vessel that runs the length of the leg, from thigh to 
ankle, to be used as a graft to bypass the blocked arteries. 

Next, John was placed on the heart-lung machine. Tubes were 
inserted into the veins that normally deliver blood to the heart, 
and into the aorta, the main artery exiting the heart that carries 
blood to the arterial system. His blood was diverted from the 
heart and through this machine, which took over the pumping 
and oxygenating functions of the heart and lungs. His heart was 
then stopped with an injection, and the actual bypass surgery 
then began. 

The heart surgeon first attached a portion of the vein har¬ 
vested from John’s leg to the aorta and then sewed it onto the dis¬ 
eased artery downstream of the blockage. He repeated this 
procedure on another blocked coronary artery and attached the 
left internal mammary artery to yet another blocked artery. 
These grafts allowed blood to flow to the heart muscle through 
new blood vessel segments that “bypassed" the blockage, hence 
the name. Once the grafts were in place, his heart was restarted, 
he was taken off the heart-lung machine, the rib spreader was re¬ 
moved, and his breastbone was closed with stainless steel wire. 
His incisions were sewn up, and he was wheeled into the inten¬ 
sive care unit, where he would be closely monitored for several 
days. John would eventually leave the hospital in good spirits, 
convinced and grateful that his life had been spared. 
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FIGURE 6: Bypass Surgery 

It doesn’t get much more dramatic than this. Joes it' Su: ;.s: 
because coronary artery bypass surgery has all the elements : 
high drama doesn’t mean that it’s an effective therapv. 


A HISTORICAL PERSPECTIVE 

Prior to the 1960s the treatment ot survivors or heart attacks 
consisted of little more than bedrest and large Joses of hope a no 
prayer. At the same time, more and more people were Jvmg from 
heart disease every year, so the race was on to develop new treat 
ments. Dozens of different surgical procedures were performed n 
an attempt to relieve angina. The vast majority or them under¬ 
went no controlled studies to see whether thev really helped 
patients, and the tew* that were scientifically scrutinized railed 
miserably. : 
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In 1967 coronary artery bypass graft surgery came onto the 
scene. The original intent of this operation was to relieve angina, 
and it did indeed alleviate chest pain. With this first blush of suc¬ 
cess, many physicians arbitrarily assumed that the operation 
would also prevent heart attacks and prolong life. They also pre¬ 
sumed that since the rate of death from heart disease began 
falling in the 1970s, the same time bypass surgery was gaining a 
foothold, the surgery was saving lives. Despite the lack of any ev¬ 
idence to support these assumptions, bypass surgery rapidly grew 
in popularity. 

Bypass surgery was universally accepted before it was subjected 
to any clinical trials at all to determine its safety and to see if it 
really helped patients. And when these well-controlled studies 
demonstrated that for the vast majority of patients the surgery 
did not save lives or prevent future heart attacks, it didn’t make 
any difference at all! The heart surgery industry, as I will show 
you later in this chapter, had become so entwined in the eco¬ 
nomics and culture of medicine that the results of these studies 
were ignored altogether. 


THE VETERANS ADMINISTRATION 
COOPERATIVE STUDY 

It wasn’t until the early seventies that the scientific community 
decided it was time to evaluate bypass surgery, since by then it 
was being performed on tens of thousands of patients every year. 
In order to assess the efficacy of bypass, it would have to be com¬ 
pared with another therapy, and both would have to be adminis¬ 
tered to patients with similar severity of disease, age, and other 
factors that might influence the study’s outcome. The treatment 
group would have bypass, while the other, the control group, 
would be treated with appropriate drugs and medical follow-up. 
The first of these studies was the Veterans Administration Co- 
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operative Study, which involved physicians and researchers at 
thirteen VA hospitals across the country. Five hundred and 
ninety-six patients with heart disease characterized by stable 
angina (chest pain that came on predictably with exercise) that 
had not changed significantly over six months, were randomly 
placed in one of two groups. The 286 patients in one group re- 
ceived bypass surgery, while the 310 patients in the other group 
were treated simply with standard heart drugs. 

The results of this study were completely unexpected. When 
the VA study was published in 1977, coronary artery bypass graft 
was well on its way to becoming the most popular surgical pro¬ 
cedure in medical history. It had already developed a following 
among both cardiologists and surgeons, and everyone figured 
that this study would demonstrate its benefits and justilV the 
near-billion-dollar industry that had emerged. What they found 
instead was that with the exception of a small subset of patients, 
surgery conferred no significant advantages. .After three years, 
the death and heart attack rates in the patients treated with 
surgery and those treated more conservatively were about the 
same. 3 In other words, for the majority of patients, coronarv 
artery bypass graft did not save lives or provide anv long-term 
benefits. 

Yet many cardiologists were so committed to heart surgen that 
they paid little heed to the results of this well-controlled studv 
One who did was Eugene Braunwald, M.D., of Harvard Medical 
School, who warned: 

An even more insidious problem is that what might be con¬ 
sidered an industry is being built around this operation: the 
creation of facilities for open heart operations in communitv 
hospitals in which no other cardiac procedures are performed, 
and the enlargement ot surgical facilities in teaching hospitals, 
the proliferation of catheterization and angiographic suites as 
well as facilities for performing screening exercise electro¬ 
cardiograms, and expansion and development of training op- 
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portunities, clinical cardiology, cardiovascular surgery, and 
cardiovascular radiology. This rapidly growing enterprise is de¬ 
veloping a momentum and constituency of its own, and as 
time passes it will be progressively more difficult and costly to 
curtail it materially if the results of carefully designed studies 
of its efficacy prove this step to be necessary. 4 

In spite of this study and Dr. Braunwald’s warning, rapid 
growth of bypass continued unchecked. Two subsequent studies 
involving VA participants provided even more damning evi¬ 
dence that the surgery was largely ineffective. In a 1988 follow¬ 
up study, researchers evaluated the coronary arteries of 119 of the 
nonsurgicallv treated patients and 109 of the patients who had 
had bypass years earlier. The results strengthened the original 
findings. Although the overall rate of progression of atheroscle¬ 
rosis was comparable between the two groups, atherosclerosis was 
actually accelerated in the arteries that had been grafted! 5 And 
an eight-year follow-up of VA study subjects made an even worse 
case for bypass surgery. Except for very high-risk patients (with 
three-vessel disease or a low ejection fraction indicative of poor 
heart function), mortality rates were twice as high for patients 
who had had bypass (32.2 percent), compared to those treated 
conservatively (16.8 percent). 6 


THE CORONARY ARTERY SURGERY STUDY 

Following on the heels of the initial Veterans Administration 
Study was the Coronary Artery Surgery Study (CASS), surely 
che most important study of the benefits of bypass surgery ever 
undertaken. Funded by the National Heart, Lung and Blood In¬ 
stitute at a cost of more than $24 million and involving eleven 
different surgical centers, it included 780 patients carefully se¬ 
lected from a registry of 16,626 patients. The inclusion criteria 
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were the presence of stable angina, good heart function, and a 
significant blockage in one, two, or three of the major arteries 
supplying blood to the heart. The patients were further divided 
into subgroups based on the number of arteries involved (single-, 
double**, and triple-vessel disease). Then half of the patients un¬ 
derwent surgery, while the other half was treated with medica¬ 
tions and other conservative measures. 

The first of the CASS papers was published in 1983, after five 
years of follow-up. Like the VA study, the results ran counter to 
expectations. Bypass surgery did virtually nothing to improve 
longevity or reduce heart attacks, compared to treatment with 
medication, even in patients with three-vessel disease. In fact, 
the death rate of patients treated conservatively was so low that 
bypass surgery could do little to improve on it. The annual mor¬ 
tality rate of patients treated simply with medications was onlv 
1.6 percent, compared to 1.1 percent for those who had bvpass 
surgery—a difference so small as to be statistically insignificant. 
Even in what was considered to be a particularly high-risk group 
of patients, those with triple-vessel disease, medical therapv had 
a mortality rate of only 2.1 percent.' 

Let’s look at what these numbers really mean in terms ot lives 
saved. To simplify things, let’s assume that bypass surgen reduced 
the death rate by 50 percent—cut it in half—from 2 percent ro 
1 percent. While this may sound like a lot, when we re talking 
about the difference between 1 and 2 percent, it isn’t much. In 
order for bypass surgery to save just one life per year, 100 patients 
would have to undergo surgery, with all its potential nsks and 
complications. In reality, in the CASS study this difference was 
not 50 percent but only 0.5 percent—a statistical toss-up. Pa¬ 
tients who did not have bypass surgery had a 98.4 percent chance 
of surviving five years, odds that are hard to beat. 

CASS also compared the frequency of nonfatal heart attacks 
between the two groups and found it to be virtually identical: 11 
percent in the medical group and 14 percent in the surgery group. 
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The conclusion of the CASS researchers was, “As compared 
with medical therapy, coronary artery bypass surgery appears to 
neither prolong life nor to prevent myocardial infarction.” 8 

The CASS team followed up their study participants again 
after ten vears, and about 80 percent of them in each group were 
still alive. (Mortality’ rates were 21.8 percent in the medical 
group and 19.2 percent in the surgical group.) Among survivors 
there was little difference in quality-of-life markers, such as pres¬ 
ence of angina, use of medications, frequency of heart failure and 
hospitalization, and employment and activity limitations. Based 
on these findings, the researchers concluded that there was little 
long-term advantage to the surgical approach and recommended 
that medical therapy be initially used in the majority of patients. 9 
These same findings were seen again in CASS’s fifteen-year 
follow-up study. With the exception of a subgroup of very high- 
risk patients (those with left main coronary artery disease) sur¬ 
vival rates were similar in the medical and surgical groups. 10 

I cannot overemphasize the importance of CASS. It remains 
the most expensive, comprehensive and carefully designed study 
of its kind. You would think that such a study would have had a 
huge impact on the practice of cardiology. Yet coronary artery by¬ 
pass surgery remains the treatment of choice for hundreds of 
thousands of patients with heart disease. 


OTHER STUDIES ON CORONARY ARTERY BYPASS 

Although these were the best and most enduring studies com¬ 
paring coronary artery bypass surgery to conservative treatment, 
there have been other randomized trials, including the large Eu¬ 
ropean Coronary Artery Surgery Study (EuroCASS). In a review 
study that analyzed data from all the patients enrolled in Euro¬ 
CASS plus four smaller trials, the consensus was the same as the 
VA study and CASS: Bypass did not save lives or prevent heart 
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attacks. In fact, according to this study, although patients in very 
high-risk groups had some benefit from bypass, those with one- 
or two-vessel disease and a well-functioning heart (which en¬ 
compasses most patients undergoing bypass) had a greater risk of 
heart attack and death when treated with surgery, compared to a 
conservative strategy. 11 

There is one more study I want to tell you about. VAN- 
QW1SH (Veterans Affairs Non-Q-Wave Infarction Strategies in 
Hospital) was begun in 1993 to determine the best treatment for 
patients who have had non-Q-wave myocardial infarctions. 
More than half of all heart attacks in this country are of this tvpe, 
and they are considered to be pretty serious, as thev are often fol¬ 
lowed by angina and repeat heart attacks. Consequently, treat¬ 
ment has become increasingly aggressive, with a greater push 
toward bypass and angioplasty. The purpose of this study was to 
see if such aggressive treatment is warranted. William E. Boden, 
M.D., and colleagues enrolled 920 patients in medical centers 
across the country who had experienced an acute non-Q-wave 
myocardial infarction. Half of these patients were randomly as¬ 
signed to an invasive strategy of angiography followed by bypass 
surgery or angioplasty. The other half were assigned to a con¬ 
servative management program with noninvasive testing and 
medication. The patients were then followed for an average of 
twenty-three months. 

The results came as no surprise to me. Patients who underw ent 
surgery did worse. During the first nine days, twenty-one patients 
in the invasive strategy group died, compared to only six in the 
medical group. The in-hospital death or heart attack rates were 
more than twice as high—214 percent—in the surgical group 
compared to the conservative treatment group. And this trend 
held during the first twelve months of the study. At the end ot 
the first month it remained 165 percent higher, and after the first 
year, 116 percent higher. Dr. Bodens team concluded that there 
was no evidence that aggressive treatment helped patients who 
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Who Benefits from Bypass Surgeiy? 

There is no question that patients with dearly defined and 
significant blockages in the left main coronary artery benefit 
from coronary artery bypass surgery. The left main coronary 
artery, which is sometimes called the ‘widow maker,’ is only an 
inch or so long, but it is the trunk artery that branches into the 
two arteries that supply blood to the left side of the heart mus- 
de. Because this artery is the source of blood for such a signif¬ 
icant portion of the heart, blockages here are indeed very 
dangerous and a dear indication for bypass surgery. 

Patients with severe, incapacitating chest pain that limits activ¬ 
ity and is unresponsive to medications may also be appropriate 
candidates for surgery. Stable angina, the common, predictable 
chest pain that comes on with exercise or stress and is relieved 
with medication, is not an indication for invasive therapy. 

If a patient has significant blockages in three coronary arter¬ 
ies plus a low ejection fraction indicative of poor left ventricu¬ 
lar function, invasive interventions may be necessary. (A normal 
ejection fraction is greater than or equal to 50 percent.) Severe 
blockages-even in three vessels-are no reason to rush into 
surgery, provided that left ventricular function is not compro¬ 
mised. There may be other combinations of risk factors that 
would suggest the need for an invasive course. However, a sec¬ 
ond opinion from an independent physician is always recom¬ 
mended prior to consenting to any invasive procedure. 


had had non-Q-wave myocardial infarctions. On the contrary, it 
actually harmed them. 12 

Three years later, in 2001, this research group examined 115 
patients who were considered to be at very high risk because they 
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had had a non-Q-wave myocardial infarction after receiving 
thrombolytic, or clot-busting, therapy. Again, this is a group that 
is often rushed into angiography, frequently followed bv surgery. 
As in the previous study, they were randomly assigned to a con¬ 
servative or an aggressive treatment group and followed for an 
average of twenty-three months. During that time. 33 percent of 
the patients in the invasive management group (who had bypass 
surgery and angioplasty in equal numbers) died or had a nonfatal 
heart attack, compared with 19 percent of those in the conserv¬ 
ative strategy group, and there were more deaths in the invasive 
group (11 versus 2). The researchers concluded: “Routine inva¬ 
sive management may be associated with an increased risk of 
death.” 13 

All these studies clearly demonstrate that the aggressive ap¬ 
proach often does more harm than good. Why, then, do so many 
physicians continue to shuttle millions of trusting and frightened 
patients into these unnecessary procedures? 


BYPASS SURGERY AND PAIN RELIEF 

One thing you do have to hand to bypass is that it does relieve 
angina. Exactly how it does this is not clearly understood. The 
explanation most doctors give is that it increases circulation. 
Blood now courses through the graft around the blockage, nour¬ 
ishing the heart that had been crying out for lack of oxvgen-nch 
blood. A second, though rarely mentioned reason tor pain relief 
is damage to the heart during surgery. Heart attacks during by¬ 
pass, known as perioperative infarctions, occur more frequently 
than you would imagine. Like any heart attack, they result in the 
death of heart tissue. If the section of the heart muscle that dies 
is the area responsible for angina, no more pain! Pain relief or 
not, this is not a good thing. According to Dr. E. D. Mundth: 
“Although some patients may be benefited in terms of relief of 
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angina by perioperative infarction, the occurrence of an infarc- 
tion has a definite adverse effect in the long-term. . . .” 14 

A third way in which bypass might relieve chest pain is by dis¬ 
rupting the nerves of the heart. The heart is covered with a thin 
membranous sac called the pericardium, and in this sac are 
nerves that transmit pain signals from the heart. The peri¬ 
cardium and its nerves are cut during surgery to expose the heart. 
Therefore, substantial pain relief likely results from this nerve re¬ 
section. Relieving the pain this way is like relieving pain in your 
foot by cutting nerves in your leg. The injury to the foot is still 
there, but you don't feel it. 

The fourth and perhaps the most significant explanation for 
the pain relief associated with bypass surgery has to do with the 
placebo effect. A placebo is an intervention that has no real ef¬ 
fect—but because the individual receiving it strongly believes 
that it is helping, benefits do occur. We often think of a placebo 
as a sugar pill, but surgical procedures are the most powerful 
placebos ever, because of the patients’ emotional involvement. 
Dr. Thomas Preston, professor of medicine at the University of 
Washington and director of cardiology at the U.S. Public Health 
Serv ice Hospital, Seattle, Washington, describes how surgery 
achieves this seemingly magical effect: 

Patients today undergo the same sort of ceremony [as in an¬ 
cient faith'healing rituals] when they have coronary bypass 
surgery. They spend several days at the temple (hospital) prior 
to the ultimate healing act. During this time they are given 
much encouragement; they are told of how they will be cured; 
they are prepared with special diets and purging; they read 
pamphlets . . . describing the cure; and they receive news of 
the cure from patients who have preceded them. On the night 
before the cure they are taken to the scene of the ceremony, 
the method of the cure is described to them, and they are 
shown where they will awaken afterwards. There are very few 
patients who are not convinced that they will be cured by the 
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eve of their bypass operation. When it is time for the opera¬ 
tion they are taken to the inner chamber of the temple and put 
to sleep. They awaken healed. 15 

Regardless of how bypass surgery relieves pain, patients typi¬ 
cally respond with overwhelming gratitude, convinced that thev 
have been resurrected by their surgeon. Unfortunately, this one 
genuine effect of bypass surgery, pain relief, is fleeting. Since the 
surgery doesn’t slow the process of atherosclerosis (in fact, it ac¬ 
tually accelerates it), the disease progresses and the chest pain re¬ 
turns at a predictable rate. The CASS researchers confirmed this. 
When they surveyed patients five years after their initial therapv, 
they found that although the group of patients who had had 
surgery required less medication after surgery, there were no sig¬ 
nificant differences in their recreational or occupational activi¬ 
ties in comparison to the group treated without surgery.In 
other words, they had no greater tolerance for exercise. .And as I 
mentioned above, in the ten-year follow-up CASS study, there 
was virtually no difference in angina or medication require¬ 
ments. 17 

These results have been replicated in other studies. Dr. Stuart 
F. Seides, associate professor ot medicine and cardiology at 
George Washington University' and consultant to the National 
Institutes of Health, studied records of patients for a period aver¬ 
aging five years after bypass. Three to nine months after surgerv, 
73 percent of the patients were pain tree and 27 percent had only 
mild symptoms. After five years, however, only 23 percent were 
pain free, 45 percent had mild symptoms, and 32 percent had se¬ 
vere symptoms that had not been present at all a tew roonth> 
after surgery. 18 The overall trend noted in studies on long-term 
follow-up of bypass patients is significant deterioration with tune 
and a return of pain at rates between 5 and 15 percent per year. 
It is a disappointed patient who finds himself back in the cardi- 
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ologist s office with the same pain in his chest only two or three 
years after the great drama of bypass surgery. 


BYPASS SURGERY ACCELERATES ATHEROSCLEROSIS 

The tact that coronary artery bypass graft surgery does not ame¬ 
liorate angina over the long run is bad news, but theres worse. 
Arteries that have received grafts undergo an accelerated degree 
of atherosclerosis, caused at least in part by the changes and dis¬ 
ruptions in blood flow' brought on by the graft itself. Dr. B. J. 
Maurer, of the University of Alabama Medical Center in Birm¬ 
ingham, found that total occlusion, or blockage, was sixteen 
times more frequent in arteries that had received bypass grafts 
than in arteries that had been left alone. 19 Dr. L.S.C. Griffith, of 
Johns Hopkins Medical Center, reported that arteries with grafts 
developed complete blockages in 40 percent of cases studied, 
while those without grafts went on to total blockage in only 6 
percentA 

When heart surgeons don’t let well enough alone and operate 
on patients with only minimal disease, they are setting their pa¬ 
tients up for future problems. Drs. Linda W. Cashin and David 
Blankenhom from the University of Southern California School 
of Medicine studied 85 men who had undergone coronary artery 
bypass surgery. Thirty-seven of the bypassed arteries had minimal 
atherosclerosis, defined as being less than 50 percent blocked. 
After an average of thirty-seven months, they reexamined the ar- 
:eries and found that those that had been bypassed had signifi¬ 
cant progression of atherosclerosis ten times more frequently 
Tan arteries with similar blockages that had not been bypassed, 
n other words, had these minimally atherosclerotic arteries been 
eft alone, they would have been in much better shape. 21 

What is the fate of the bypass grafts themselves? Grafts are 
lsually segments of saphenous vein that are sewn onto sick ar- 
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teries. Veins lack the flexible muscular walls that arteries have 
and are therefore more rigid. They also have valves to prevent 
backflow, so in order to stay open they need a brisk flow of blood. 
Therefore, if the artery receiving blood from the graft is diseased 
and impedes blood flow through the graft, the graft mav close 
within the first few months after surgery. Even when put into 
place by top surgeons, many grafts close within the first vear. 
Because of this perennial problem, more and more surgeons are 
using internal mammary artery grafts, which are more resistant to 
obstruction. 

Graffs are also subject to the same process of atherosclerosis 
that takes place in the arteries. Unless steps are taken to radically 
reduce the patient’s risk factors for atherosclerosis, the graft will 
close at the same rate as, if not faster than, the coronary arteries. 


WHAT ARE THE RISKS OF THE SURGERY? 

As with any surgery, there is always the possibility ot wound in¬ 
fection, and blood transfusions and hospitalization cam risks or 
their own. Abnormalities in heart rhythm following bvpass are 
not uncommon, nor are strokes or heart attacks during or after 
surgery. 

Another potential complication of bypass surgery is what is 
known as the “post-pump syndrome”: damage to the lungs, liver, 
kidney, and brain as a consequence of being hooked up to a 
heart-lung machine. Your blood carries antibodies called im¬ 
munoglobulins that rally against viruses, bactena, and other for¬ 
eign substances. When blood is circulated through the 
heart-lung machine, these immunoglobulins mav become acti¬ 
vated and, like mutinous soldiers, damage normal cells. Dennis E. 
Chenoweth, Ph.D., measured the level ot activated immuno¬ 
globulins in patients after bypass surgery and found them to be 
dramatically increased. 2: Immunoglobulins arent the onlv im- 
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mune cells that are activated. There are huge increases in other 
markers of inflammation as well that may be the underlying 
cause ot post-pump syndrome. 

Obviously there is a risk of death with any surgical procedure. 
The risk of death from coronary artery bypass graft surgery in the 
best medical centers that do a tremendous number of these surg¬ 
eries every’ year ranges from as low as 1 percent to as much as 5 
percent. However, most bypass surgeries are done in community 
hospitals across the country. Although these hospitals will never 
have the volume of surgery that the large university centers have, 
their patients are generally told that their risk is the same as that 
reported in the medical literature for the busiest surgical centers. 

This is highly unlikely. It is very well documented that the 
medical centers that perform the most of any given surgery are 
the safest, most proficient, and have the lowest rates of death and 
complications. With surgery as with most things in life, practice 
makes perfect, and this is particularly true of such a complicated 
procedure as bypass surgery, which involves a closely knit team of 
surgical personnel. Unfortunately, we do not know the surgical 
death rates in community hospitals, for unlike the large univer¬ 
sity centers, their statistics are rarely published. At least one 
study, published in 2000, reported that the top cardiovascular 
programs beat out others by 4.7 to 31 percent in eight measures 
of clinical quality and efficiency. 23 The moral? If you must un¬ 
dergo coronary artery bypass graft surgery, select a high-volume 
hospital and a high-volume surgeon. 


BRAIN DAMAGE-WIDELY SUFFERED, 

OFTEN OVERLOOKED 

Patients who survive bypass surgery and leave the hospital aren’t 
necessarily in the clear—neurological complications are ex¬ 
tremely common. A patient of mine whom I’ll call Joe came to 
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me after having coronary artery bypass surgery. He was the police 
chief in a small southern California town and had received sev¬ 
eral commendations for his job performance. Since his surgerv. 
however, things weren’t going so well. He was forgetful. He 
would give conflicting orders, asking one person to do some¬ 
thing, then telling another to do something entirely different. He 
had trouble doing mental math and focusing his attention. Be¬ 
fore the surgery he had been a much-sought-after public speaker. 
Now he had to search for words and no longer felt confident in 
front of a group. Furthermore, there were marked changes in his 
temperament. Before he had been even-tempered, but now he 
was prone to such outbursts that he had to warn people around 
him not to take it personally. In short, his professional and social 
life had been abruptly and dramatically altered. 

Patients who have undergone bypass surgery’ and their families 
frequently report similar problems: difficulty’ following direction; 
and doing mental tasks, subtle personality changes, mood swings 
and increased irritability. Yet until recently these complaint: 
were swept under the rug. Cardiologists are highly skilled spe 
cialists who focus on the heart. They are rarelv tuned into the 
mental changes experienced by patients after bypass surgerv. 

According to a 2001 editorial in the Neu* Engkmd Journal 01 
Medicine, 1.5 to 5.2 percent of patients have a stroke while or 
the operating table, resulting in damage to the brain, sometime 
fatal and often permanent. Another 10 to 30 percent ot bvpas: 
patients have a period of disorientation immediately following 
surgery that may include hallucinations, seizures, or other evi 
dence of central nervous system dysfunction. Known as postop¬ 
erative delirium, it is believed to be related at least in part tc 
anesthesia. 

Less severe changes in cognitive function occur to some de¬ 
gree in an astounding 50 to 80 percent ot patients after bvpass 
For most patients, this appears to be temporary. Within si> 
weeks, fewer than half remain obviously mentally impaired, anc 
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bv six months this figure hovers between 10 and 30 percent. 24 
Long-term problems have always been thought to be blessedly 
rare. 

Yet a 2001 study by researchers at Duke University Medical 
School confirms what millions of patients and their families al¬ 
ready knew. Lasting cognitive impairment after bypass surgery is 
quite common. Mark F. Newman, M.D., and colleagues followed 
261 patients who had undergone bypass surgery and administered 
tests of cognitive function before bypass, after discharge, and 
then six weeks, six months, and five years after surgery. There 
was a high incidence of cognitive decline at discharge. More 
than half of the patients scored significantly worse on cognitive 
tests a few days after surgery than they did before surgery. Over¬ 
all, mental function appeared to improve at six weeks (only one- 
third of the patients still exhibited deficits) and at six months 
(one-quarter remained affected). The finding that has taken 
everyone by storm, however, is that when these patients were 
retested five years after their coronary artery bypass surgery, 42 
percent showed signs of mental impairment! 25 

There may be several explanations for this. Ill effects of anes¬ 
thesia, as I mentioned earlier, may be a factor. Inflammatory 
chemicals released during surgery in massive quantities through¬ 
out the body, including the brain, likely have adverse effects as 
well. However, the primary culprit appears to be the heart-lung 
machine. Blood is routed out of the body to the machine, oxygen 
is bubbled into it, and it is returned back into the body via the 
aorta. This may introduce air bubbles into the bloodstream that 
can interfere with blood flow in the brain. Even worse, messing 
with the aorta frees embolic matter (bits of plaque and blood 
clots), which can travel up the carotid arteries in the neck, lodge 
in the blood vessels of the brain, and disrupt oxygen delivery. 

Indeed, there is ultrasonic evidence to suggest that this is a 
common occurrence. Dr. Leif Henriksen of the Department of 
Neurology and Thoracic Surgery, State University Hospital in 
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Copenhagen, Denmark, measured blood flow in the brains in 37 
patients before and after bypass surgery. He found in every case a 
reduction in blood flow following surgery. He made identical 
measurements in patients who underwent chest surgery but were 
not put on the heart-lung machine and found no reduction in 
brain blood flow. 26 In one very dramatic case history, D. L. Price, 
M.D., of the Department of Neurology at Harvard Medical 
School, reported on the autopsy findings of a bypass patient who 
never regained consciousness after surgery and died shortly there- 
after. Thirty-five percent of his brain had been destroyed bv a 
shower of embolic material. 27 


WHY IS CORONARY ARTERY BYPASS SURGERY 
SO POPULAR? 

Given its lack of proven benefits and its potential for harm, you 
might wonder why bypass surgery’ has remained so popular. One 
obvious answer is that it appeals to both patients and phvsicians 
who want to do something immediate and dramatic about heart 
disease. Coronary artery bypass surgery looks great on paper. 
When a patient reviews his or her own angiogram and sees the 
location of the blockages, it is hard not to believe that 
well-placed grafts would solve the problem. As Robert A. Buc- 
cino, M.D., of the Watson Clinic in Lakeland, Honda, points 
out: 

Most cardiologists favor an activist course of treatment. 
Consultants are brought in at an early stage often before sim¬ 
ple measures are applied. Cardiologists have a tendency to en¬ 
courage excessive performance of special tests and pnxedures 
thus justifying their involvement in the case and satisfy ing ex¬ 
pectations of the patient, family, and refemng physician. 
There is a bias to interpret borderline data at each point of 
evaluation bv errinc on the side of safety’—bv doing more 



Bypass Sun/ery: Pros and Cons, Risks and Benefits / 101 


rather than less. The path of least resistance leads ultimately 

to the operation suite. 28 

A second reason for its popularity is that yesterday’s assump- 
tions have become today’s beliefs. The claims of early propo¬ 
nents, even though now discredited for the most part, are 
nevertheless believed by the majority of physicians trained in the 
use of bypass surgery, and today this includes physicians in almost 
even community in this country. Once a therapy is common¬ 
place, the burden of proof of efficacy is lifted—and for the large 
number of physicians who have spent several years and thou¬ 
sands of hours learning and perfecting this therapy, curtailing its 
use would seem inconceivable. 

Third, bypass surgery generates billions of dollars a year. The 
profit motive is at work in every industry, and the heart surgery 
industry is no exception. Every step along the way, from screen¬ 
ing to hospitalization to the actual operation, is a moneymaker 
for someone in the system. Given the data indicating that as 
many as 90 percent of all patients who have bypass surgery are 
not medically appropriate candidates for the procedure, do you 
think that the frequency of this procedure would be the same if 
it were not profitable? 

Finally, 1 believe that fear is a major factor in the popularity of 
this procedure. To put it bluntly, physicians frighten patients into 
having unnecessary surgery. Sure, a minority of patients may in¬ 
sist on aggressive management, believing bypass surgery to be 
“state of the an.” But where do they get this idea? From their 
doctors and surgeons, most likely. The demand for invasive pro¬ 
cedures is created by physicians who terrorize their patients with 
frightening phrases like M You’re a walking time bomb” or “With¬ 
out surgery you’ll be dead in six months.” 29 

M. S. Bates summed up all these explanations for the popular¬ 
ity of bypass surgery in a compelling and thoughtful 1990 anicle. 
He wrote: 
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How can we understand the behavior of physicians and sur- 
geons who ignore the readily available evidence of CABG 
surgery... ? The development and continued use of CABG 
demonstrates how medical and surgical practice in the U S. is 
shaped more by sociocultural, political, and economic forces 
than by unbiased, value-free, ‘scientific 1 facts or by an overriding 
concern for the health and welfare of the American public.^ 

IS THERE A BETTER WAY? 

The heart surgery industry has seen some significant changes 
since the first bypass surgery was performed in 1967. More so 
phisticated diagnostic tools are available, as well as improved 
surgical techniques, instruments, and drugs. Surgeons and sup¬ 
porting staff are better trained today, and many hospitals have 
much better track records, compared to the early davs of surgerv 
Yet as 1 hope 1 have made clear in this chapter, people still die on 
the table and in the hospital after surgery. They still have strokes 
and repeat heart attacks and brain damage, and their bvpassed an 
teries still close up. And patients—now they number in the hun- 
dreds of thousands every year—are still being inappropnatelv 
recommended for bypass surgery. 

Today’s potential bypass recipients should realize that thev do 
have options. Of course, the one you will hear about most is an¬ 
gioplasty, which we will cover in the next chapter, ^tou mav not 
get as much information from your doctor on the treatment of 
heart disease with lifestyle changes and medical management, 
but this approach is extremely successful for most patients. 

A research team from Harvard Medical School reported their 
experience with 212 patients whose exercise stress tests indicated 
they had severe heart disease. The overwhelming majonrv of car¬ 
diologists in the country would have referred almost all ot these 
patients for an angiogram, which would have led manv ot them 



Bypass Surgery: Pm and Cons, Risks and Benefits / 103 


into the operating room. The Harvard group, however, treated 
these patients with exercise and a dietary program (similar to the 
diet 1 will describe in Part III), as well as appropriate medica¬ 
tions, and they did well. The yearly death rate among these pa- 
tients was only 1.4 percent—lower than the death rate from 
surgery! These researchers concluded: ‘There is rarely a need to 
resort to cardiac surgery; medical management is highly suc¬ 
cessful and associated with a low mortality/’ 31 


GET A SECOND OPINION 

It you ever find yourself or a loved one in the position of decid¬ 
ing whether or not to have coronary artery bypass surgery, review 
the information in this chapter with your cardiologist. Every 
study is referenced, and each of them can be obtained at any 
medical library. (The CASS studies are particularly important.) 
It may take several hours for you to read them in their entirety, 
but certainly less time to read only their summaries and conclu¬ 
sions. Ask vour physician how your particular condition com¬ 
pares to that of the patients described in the studies, and politely 
request reprints of scientific studies that form the basis of his or 
her decision. 

Also, get a second opinion, and get it from someone outside 
your doctor’s medical practice. The most important study ever 
published on second opinions for bypass surgery was spearheaded 
by Harvard Medical School cardiologist Thomas B. Graboys, 
M.D. (who also conducted the second-opinion study on angiog¬ 
raphy I told you about in the previous chapter). In this study Dr. 
Graboys and his colleagues demonstrated how a patient s risk of 
heart attack could be predicted accurately, and how that risk 
could then be compared to the risks of surgery. 

They outlined a protocol for the noninvasive evaluation of 
coronary risk that is as reliable today as it was when this study 
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was published. Included in the criteria that defined a low-risk pa¬ 
tient, who would do well on a conservative course of treatment, 
were the following: I) absence of impaired ventricular function 
(i.e., a normal ejection fraction); 2) angina brought on by exer¬ 
cise or stress that could be relieved with medications (as opposed 
to unpredictable, uncontrollable angina); 3) reasonable perfor¬ 
mance on exercise stress testing; 4) ease of instituting a medical 
program that the patient would adhere to; and 5) absence of crit¬ 
ical blockage of the left main coronary artery. 

Using this protocol, the Graboys team rendered a second opin¬ 
ion for 88 patients who had been recommended by a cardiologist 
to have bypass surgery. In their determination, 74 of the 88 pa¬ 
tients did not need surgery, even though their angiograms had 
shown significant blockages. Sixty of these patients went with 
the second opinion and elected not to have surgery, and after two 
years they were all alive—living evidence of the accuracy of this 
protocol and the inappropriateness of most recommendations tor 
bypass. 32 

I have been giving second opinions to patients referred tor in¬ 
vasive heart procedures for more than twenty years, utilizing the 
Graboys protocol. Like the Harvard physicians, in most cases I 
recommend the nonsurgical approach. I then encourage mv pa¬ 
tients to take their time, review my findings with their cardiolo¬ 
gist, and carefully evaluate their options. After all, the decision 
is theirs, not mine or any other doctors. Such an important de¬ 
cision should be made by a well-informed patient with a clear un¬ 
derstanding of all the risks and benefits. 

Regardless of whether or not a patient decides to undergo by¬ 
pass or angioplasty, I also stress the importance ot an “aggressive 
conservative approach,” consisting of a low-fat diet, an exercise 
program, large doses of vitamins and minerals, and other nonin- 
vasive therapies, as indicated. This is the crux ot mv program tor 
reversing heart disease, which we will cover in Part III. 



CHAPTER 8 


Angioplasty and Coronary Artery Stenting: 
Overrated and Overused 


Is 1978 Swiss physician Andreas R. Greuntzig, M.D., de- 
scribed a new procedure for the treatment of coronary artery dis¬ 
ease: percutaneous transluminal coronary angioplasty (PTCA). 
Dr. Greuntzig had been experimenting with this for several 
years, applying a procedure used since the 1960s to open up 
femoral arteries in the legs. He perfected his technique first on 
animals and then on cadavers, and he was now reporting the re¬ 
sults of his first patients. 1 Although Dr. Greuntzig’s results were 
less than spectacular (4 percent died in the first year, 14 percent 
had to undergo emergency bypass surgery, and 6 percent had to 
have a repeat angioplasty), a star was bom. 2 

The popularity of angioplasty, which is also called balloon an¬ 
gioplasty, took off like a helium-filled balloon. Here was a ther¬ 
apy for heart disease that was less invasive than bypass surgery 
and apparently safer. Within five years 32,000 angioplasties were 
performed in the United States every year. By 1985 this number 
had exploded to 118,000 a year (a 372 percent increase in just 
two years). Yet it would be seven more years before this block¬ 
buster procedure was scientifically evaluated. 

In a chain of events uncomfortably similar to those surround¬ 
ing coronary artery bypass graft surgery, angioplasty has failed to 
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live up to its promise. Three randomized controlled trials com' 
paring angioplasty with conservative medical therapy have found 
that the procedure does not reduce rates of death or incidence of 
heart attacks. As with any invasive procedure, there is a risk of 
complications. And treated patients have a high likelihood 
of needing repeat procedures in the future. Most disturbing, it is 
evident that the majority of the 600,00c) 3 patients who undergo 
angioplasty every year are at very low risk of death or heart attack 
and should not be subjected to an invasive procedure of anv kind. 


WHAT IS ANGIOPLASTY? 

In order for you to understand exactly what angioplastv entails, 
let me tell you about the experience of my patient Benjamin. 
This healthy sixty-five-year-old had a true passion for exercise. 
For thirty years he had exercised almost every' dav dunng his 
lunch hour, jogging, swimming, or working out in the gvm, and 
he played golf every chance he got. After he retired, he concen¬ 
trated on swimming, tennis, and golf—and he often walked the 
course and carried his own clubs. With the exception of some 
pain in his knees, which he attributed to all those vears of jog¬ 
ging, he felt great. Over the course of four or five months, how¬ 
ever, he noticed increasing fatigue during his workouts. When 
Ben mentioned this to his physician during a routine checkup, 
he was immediately referred to a cardiologist, who gave him an 
exercise stress test, then recommended an angiogram. When the 
angiogram revealed a blockage in one of his coronary arteries, he 
was told that he needed to have an angioplasty nght a wav. The 
doctor made it sound urgent, so Ben consented. His father had 
died of a heart attack, and he wanted to do everything he could 
to avoid the same fate. 

He was admitted to the hospital and taken to the angioplasty 
lab. where, after receiving local anesthesia and IV drugs to dis- 
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courage excessive clotting of the blood, a sheath was placed in 
his femoral artery, a large artery in the groin. A catheter with a 
small inflatable balloon on its tip was inserted into the sheath 
and threaded up through the artery and into the blocked coro- 
nary artery. Assisted by images projected on a screen made visi- 
ble by dye injected through the catheter, the cardiologist guided 
the catheter to the area of blockage. Once it was in the proper 
position, the balloon was inflated for two or three minutes, press¬ 
ing the plaque against the walls of the artery and opening it up. 
The catheter was removed and another angiogram was obtained 
to confirm that the blockage had been adequately opened. Ben 
was observ ed for several hours, the femoral artery sheath was re¬ 
moved, and the bleeding stopped by pressing on the puncture 
site. He was required to rest in bed overnight and was discharged 
the next day. 




FIGURE 7: Coronary Angioplasty 
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CORONARY ARTERY STENTING 

Ben’s angioplasty was done in the late 1980s. Had it been done 
today, he would likely have had a coronary artery stent inserted. 
Since the coronary stent was introduced in the early 1990s and 
approved for elective implantation in 1994, its surge in popular¬ 
ity has been meteoric, going from essentially zero in 1994 to al¬ 
most half a million in 1998. 4 Stents are now used in almost 7C 
percent of all angioplasties. The idea behind the stent is to 
strengthen the newly opened artery wall since, as we will discuss 
later, arteries that have been treated with balloon angioplasty are 
extremely prone to closing back up. This is called restenosis, and 
it is the Achilles* heel of angioplasty. Within six months, 
restenosis occurs in 30 to 40 percent of all arteries, and when this 
happens, you’re back where you started. 5 This is why so manv pa¬ 
tients require repeat procedures—with no guarantee that this 
one is going to hold either. 

Enter the stent. It is a tiny, hollow, cylindrical device made of 
stainless steel that is delivered to the site of a coronarv arrerv 
blockage the same way as the balloon is in the standard proce¬ 
dure. Unlike the balloon, which simply presses the atheroscle¬ 
rotic plaque to the sides of the artery and is then removed, the 
stent is opened up and left inside the artery to prevent it from 
closing up again. It certainly does decrease the chances ot 
restenosis. In a 1997 Italian study of 120 patients assigned to 
have standard balloon angioplasty or coronan arterv stenting, 
the rate of restenosis after one year was 19 percent with stenting, 
compared to 40 percent with balloon angioplastv" 

Yet the medical significance of this is unknown. Stents have 
not reduced mortality or heart attack rates. In fact, the first con¬ 
trolled trials on stenting reported more deaths and nontatal heart 
attacks than plain old angioplasty*. (In fairness, with improve¬ 
ments in implantation techniques and the stents themselves in 
recent vears, this is no longer the case.) Eric J. Topol, M.D.. edi- 
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tor of the Neu- England Journal of Medicine, lambastes the medical 
community tor embracing coronary artery stenting prematurely, 
stating that “interventional cardiologists have been appropri¬ 
ately characterized as ‘medical-technology junkies who thrive on 
the latest and best products.’ Ideally, the use of these devices will 
be driven by the latest and best data.” 7 Despite the popularity of 
this technique data justifying extensive use of stenting is yet to 
come. 


ANGIOPLASTY DOES NOT SAVE LIVES OR 
PREVENT HEART ATTACKS 

Let's take a look at the three randomized controlled studies that 
have compared angioplasty to conservative medical therapy. 
These studies did report more significant decreases in angina in 
the angioplasty-treated patients, compared to those taking med¬ 
ications, but this was most pronounced in patients with moder¬ 
ate to severe pain. And in one of these studies, a large European 
tnal, the differences in levels of angina between the two groups 
diminished in three years. 8 Furthermore, there were more serious 
cardiac events and deaths in the interventional group: Thirty- 
two patients who underwent angioplasty suffered a heart attack 
or died, compared to only seventeen who received drugs. 9 

One of the most recent clinical trials on angioplasty, a multi¬ 
center study published in 1999, enrolled 341 patients with stable 
angina, normal left ventricular function, and high LDL cholesterol. 
These patients were randomly assigned to angioplasty (with or 
without stenting) plus standard medications or to an aggressive reg¬ 
imen of cholesterol-lowering drugs. They were followed for eigh¬ 
teen months. At the study’s conclusion there was no significant 
difference between the two groups in numbers of deaths or nonfatal 
heart attacks, although there was a trend toward fewer heart-related 
events in the patients treated solely with medication. 10 
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COMPLICATIONS OF ANGIOPLASTY AND 
CORONARY ARTERY STENTING 

For patients with a 1 to 2 percent chance of having a heart attack 
or dying from heart disease in a given year—the vast majontv of pa- 
tients who submit to these procedures—having an angioplasty or 
coronary artery stenting, is like playing Russian roulette. The re- 
search clearly demonstrates that neither of these procedures will 
improve your already-excellent odds of making it through the next 
year without major heart problems, so why take a chance. 7 

I know exactly why. All too often, you have not been intormed 
about the true benefits and real risks of these invasive procedures. 
According to a recent survey, three-quarters of patients about to 
undergo angioplasty erroneously believed it would prevent heart 
attacks and likely save their lives, while fewer than half of them 
could name even one possible complication of the procedure, 
and 25 percent had heard nothing about potential problems. 

Although angioplasty is safer than bypass surgery, patients do 
die during the procedure. Kailash Meta was recommended to un¬ 
dergo angioplasty after an angiogram revealed a blockage in one 
of her coronary arteries. She had no symptoms ot heart disease, 
but her doctors assured her that this would help her avoid turure 
problems. During the procedure her cardiologist made three at¬ 
tempts to clear the blockage. On the third trv, the artery burst. 
She was rushed into emergency bypass, but it was too late. >he 
had already suffered heart failure and severe brain damage, and 
she lapsed into a coma from which she never awoke. She died 
nine weeks later. 

Artery rupture, dissection, and perforation are blessedly rare. 
Bleeding of the plaque, injury’ to the endothelium, and clot for¬ 
mation are not. Although drugs are now routinely administered 
during angioplasty to reduce the incidence ot these complica¬ 
tions, they still occur. So do heart attacks, in 3 to 5 percent of pa¬ 
tients during angioplasty. In another 2 to 8 percent, the vessel 
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abruptly closes, generally within minutes. This is frequently asso¬ 
ciated with heart attack, and it calls for repeat angioplasty or 
emergency bypass surgery to open the occluded artery. An esti¬ 
mated 3 to 7 percent of patients require emergency bypass for this 
and other complications. 

As with bypass surgery, there is a very strong inverse relation¬ 
ship between in-hospital death and complication rates and vol¬ 
ume of procedures performed. A survey of thirty-one hospitals in 
New’ York State found that mortality rates were greatest when 
angioplasty’ was done in hospitals where fewer than six hundred 
of these procedures were performed each year, and by cardiolo¬ 
gists who did fewer than seventy-five angioplasties annually. 12 If 
you elect to have an angioplasty, do your homework and select a 
hospital in which the procedure is done routinely by a physician 
with a lot of experience under his or her belt. 

The most common adverse consequence of balloon angio¬ 
plasty’ is restenosis. The purpose of this procedure is to compress 
atherosclerotic plaque against the walls of the artery, widening its 
lumen, or interior. During angioplasty, arterial plaque is split, 
stretched, and compacted against the sides of the artery. But it 
doesn’t alw ays stay put. Flaps of the plaque return to the lumen, 
and blockage recurs. The artery that was opened closes back up 
in 30 to 40 percent of all cases—and in 60 percent of chronically 
occluded arteries—within the first six months. Coronary artery 
stenting has lowered the incidence of restenosis but has not elim¬ 
inated it—20 to 30 percent of stents are also affected, and more 
than half of those that close up once do so a second time. 
Pvestenosis is such a common problem that the FDA has recently 
approved the use of radiation to the area in an effort to inhibit 
the proliferation of cells that cause restenosis. 13,14 

Another thing that worries me about angioplasty isn’t talked 
about very much. What do you suppose happens to the artery itself 
during the procedure? It is being poked and prodded, stretched, 
and, in a not insignificant number of patients, actually damaged. 15 
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Not only does injury to the artery accelerate restenosis, but, as we 
discussed in Chapter 2, anytime you harm the endothelial cells lin¬ 
ing the artenes, you turn on the response-to-injury ryrade that re¬ 
sults in atherosclerosis. There is no way you can poke around the 
insides of an artery without doing physical damage to the delicate 
endothelium and furthering the process of atherosclerosis. You're 
just asking for trouble, if not now, then down the road. 

Although coronary artery stenting reduces the incidence of 
restenosis, it surely disrupts the endothelium as well—perhaps 
even more significantly over the long haul, since a foreign bodv 
remains in the artery. A compelling 2000 report suggests that 
stainless steel stents may trigger allergic reactions in some pa¬ 
tients. It has been documented that patients who test positive for 
sensitivity to nickel or molybdenum, metals in stainless steel, are 
highly prone to stent restenosis. 16 These substances mav also 
leach out of the stent into the body, and what implications this 
might have for systemic health are unknown. 

Finally, I want to address vulnerable plaques, the small, inflamed 
lesions that are the culprit in the majority of heart attacks. Al¬ 
though these small plaques are not picked up on angiography, they 
are far more likely to rupture and set into motion the chain or 
events that results in a heart attack. Isn’t it possible that catheters 
and balloons and metal stents might disrupt the thin caps covering 
these plaques? Isn’t it likely that since angioplasty and bypass attack 
large, stable plaques, we’re fighting the wrong battle? Think about 
it. This area of reseach is still in its infancy, but I suspect its signifi¬ 
cance will be more widely recognized in the future. 


COMPARISON WITH CORONARY ARTERY BYPASS 
GRAFT SURGERY 


Some patients are forced to make the decision between angio- 
nlasrv and coronary artery bypass graft surgery. Which is better. 
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Angioplasty has been pitted against coronary artery bypass graft 
surgerv in at least nine controlled trials. The consensus of the 
studies is that in patients with low to moderate risk (one- or two- 
vessel disease, good heart function, and no left main coronary 
artery involvement), the odds are pretty even in terms of mor¬ 
tality and nontatal heart attacks. (Keep in mind, however, that 
these odds are greater than the 1 to 2 percent with conservative 
therapy.) 

Bypass surgery, of course, brings with it all manner of initial 
complications—prolonged hospitalization, risk of death, neuro¬ 
logical damage, and the other problems we talked about in the 
previous chapter. Yet given the high incidence of restenosis, an¬ 
gioplasty is for all intents and purposes a temporary fix. It is un¬ 
likely that future clinical trials—unless they are on an extremely 
large scale—will shed much more light on this. 17 So perhaps the 
more important question patients should be asking is: Do I need 
any invasive treatment at all? 


DOES ANYONE NEED ANGIOPLASTY? 

The average patient who is considered to be a good candidate for 
angioplasty has one or two blocked arteries, is in generally good 
health, and has a well-functioning heart. As you saw in the pre¬ 
vious chapter on bypass surgery, this is precisely the type of 
patient who does very well on a conservative course of treat¬ 
ment—without bypass surgery or angioplasty. According to 
CASS, which compared medical therapy to bypass, such patients 
treated with medication and perhaps some lifestyle changes had 
an annual death rate of less than 2 percent. This means that with 
good medical care, 98 out of 100 patients with one, two, or even 
three blocked vessels and good left ventricular function would 
survive each year. 18 Why subject such patients, who already have 
an excellent prognosis, to the potential complications of angio- 
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plasty, where there is little chance that it will prolong their life 
or reduce their risk of heart attack? 

In summary, 1 believe that angioplasty, like bypass surgery, 
should be used only in rare cases. The overwhelming majontv ot 
patients can be safely treated with a vigorous tnal of diet, exer¬ 
cise, and appropriate medications. If and only if this conservative 
regimen fails to reduce symptoms should angioplastv or another 
invasive technique be considered. 



CHAPTER 9 


A Smorgasbord of Drugs 


The prevailing belief in cardiology that heart attacks are 
caused by large blockages in the coronary arteries has fueled un- 
bridled growth of the heart surgery industry, as we have seen in 
previous chapters. Yet recent discoveries about the nature of 
atherosclerotic plaque and the myriad factors contributing to 
heart disease have challenged this paradigm. Although these 
new findings have yet to make much of a dent in interventional 
cardiology—heart surgeons needn’t worry about being out of a 
job—they have spawned another multibillion-dollar industry: 
pharmaceutical drugs to treat heart disease. 

Drugs that address the underlying biochemical processes in¬ 
volved in atherosclerosis are far superior to the jackhammer ap¬ 
proach of bypass and angioplasty. However, because they are 
unnatural agents that force the system into directions it has never 
gone before, all drugs have a dark side. While they may engender 
benefits, they inevitably have a host of adverse side effects as well. 1 

Don’t get me wrong. I am not opposed to the use of drugs in 
the treatment of heart disease. What I am opposed to is con¬ 
ventional medicine’s blind acceptance and overuse of drugs. If 
drugs are so wonderful, why are heart attacks still our principal 
zause of death? Why do 50 million of us have high blood pres¬ 
sure and 4 million suffer strokes each year? And why do drugs 
themselves cause so much suffering and so many deaths? The 
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106,000 Americans who die from adverse effects of prescription 
drugs every year were not overdosing. 2 They were not taking 
their spouse’s or their friends medication. They were using pre¬ 
scription drugs exactly as instructed by their physician. 

It isn’t as if there are no alternatives to drugs other than surgery. 
As I made clear in Part I and will return to in detail in Part III, 
adopting a healthy diet, exercising regularly, keeping a lid on stress, 
and taking targeted nutritional supplements dramatically reduce 
your risk of heart disease. Public health officials declare that von 
can slash your risk by an astounding 80 percent by taking these 
simple steps, and clinical studies have demonstrated that similar 
measures can reverse existing heart disease as well. If we could put 
the benefits of lifestyle changes in a bottle, even if we slapped on 
a $ 1,000-a-year price tag—comparable to the cost of many heart 
medications—we would decimate our number one killer. 

Let’s look at the major classes of drugs that are currently avail¬ 
able for the treatment of heart disease. 1 suggest you read this 
chapter carefully, for it is unlikely that you will get all of this in¬ 
formation from your physician. Just as most people think their 
bypass or angioplasty saved them from death and heart attack, 
many believe that their heart drugs are keeping them alive. 


DRUGS LOWER CHOLESTEROL, BUT... 

Drugs to lower cholesterol are enormously popular. We have 
known for decades that a high cholesterol level is predictive of 
heart attack—people with a high cholesterol level are far more 
likely to have a heart attack than those whose level is 2cY or 
lower, and the risk increases as the cholesterol level nses. 
Nonetheless, it wasn’t until the mid-1970s that the National In¬ 
stitutes of Health undertook the first study to determine it low - 
ering cholesterol levels decreased this nsk. N1H researchers 
recruited 3.800 volunteers who had no history of heart disease 
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but a cholesterol level of 265 or higher. They contemplated uti¬ 
lizing dietary’ changes in this study but ruled against it because 
the study was designed to last seven years. They felt that even 
though a low-fat diet would lower cholesterol, it would be diffi¬ 
cult tor study subjects to stick to it for that length of time. They 
also wanted this to be a double-blind study—neither the vol¬ 
unteers nor the researchers themselves would know who was re¬ 
ceiving the active therapy and who was getting a placebo. 
Obviously it would be easy for volunteers and researchers to fig¬ 
ure who was on the low-fat diet. 

They decided instead to use a cholesterol-lowering drug, 
Questran. The volunteers were randomly divided into two 
groups, half receiving Questran, the other half receiving a 
placebo. Both groups were put on a moderate cholesterol-lower¬ 
ing diet. The results of this seven-year study were truly astound¬ 
ing. The group taking Questran had a definite reduction in 
cholesterol levels in comparison to the control group—8.5 per¬ 
cent lower, translating into a 24 percent reduction in death rate 
and a 19 percent reduction in risk of heart attack. Those taking 
the cholesterol-lowering drug also had 20 percent less angina, 25 
percent fewer positive exercise stress tests, and 21 percent fewer 
bypass surgeries, compared to the control group. 3 

The researchers involved in the study were quick to point out 
that even though a cholesterol-lowering drug had been used, 
these same results could be expected if cholesterol were reduced 
by diet rather than drugs, but nobody listened. Instead, this study 
inspired the race to come up with newer and better drugs to at¬ 
tack cholesterol—a race that continues to this day. There are 
now three major classes of lipid-lowering drugs, two aimed at 
cholesterol and one at triglycerides. (Niacin is also listed with 
prescription drugs for lowering cholesterol, but since it is a nat¬ 
ural agent, we will discuss it in Chapter 14.) While all of these 
drugs do indeed cause a drop in blood lipids, they do so at a cost. 



119 / Reversing Heart Disease 


Bile Acid Sequestrants 

Cholestyramine (Questran), the drug used in the study cited 
previously, and colestipol (Colestid) belong to the oldest class of 
cholesterol-lowering drugs, bile acid sequestrants. They are pow¬ 
ders that bind to bile acids in the intestinal tract and block their 
reabsorption. The reason these drugs affect cholesterol levels is 
because bile acids, which facilitate the digestion and absorption 
of fat, are produced in the liver from cholesterol. If thev are pre¬ 
vented from being reabsorbed from the intestines and are instead 
excreted, then cholesterol is excreted at the same time. 

One problem with bile acid sequestrants is that thev bind to 
and thus reduce the absorption of fat-soluble nutrients, such as 
vitamins A, D, E, and K. Long-term use can create problems, 
most notably bleeding disorders from a deficiency of vitamin K 
(which is necessary for normal blood clotting) and visual distur¬ 
bances from vitamin A deficiency. The drugs also inhibit the ab¬ 
sorption of thyroid drugs, antibiotics, and several heart drugs. 
Furthermore, as you might expect, they can cause substantial 
constipation and other gastrointestinal problems, such as ab¬ 
dominal discomfort, flatulence, nausea, and vomiting. 

This is a class of drugs I would never prescribe because there is 
a very effective, safe, natural alternative that also binds to and 
removes cholesterol: dietary fiber. (More on this in Chapter 12T 

Fibric Acid Derivatives 

The fibric acid derivatives gemfibrozil (Lopid) and clohbrate 
(Atromid-S) are primarily prescribed for patients with verv high 
triglycerides. Although they may reduce LDL or raise HPL choles¬ 
terol to some degree, they are generally aimed at lowering VLDL 
cholesterol and thus triglyceride levels. Some studies also suggest 
that fibric acid derivatives may also slightly reduce the blood s ten¬ 
dency to clot and lower some markers of inflammation. Nobodv 
knows exactly how these drugs work, but they appear to inhibit the 
liver’s release of VLDL. They have a number of side effects, such 
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as nausea, loose stools, flatulence, and other gastrointestinal effects. 
Headache, dizziness, fatigue, muscle cramps, rashes, and other prob¬ 
lems with the skin and hair have also been reported. 

These drugs have an even darker side. The World Health Orga¬ 
nization conducted a six-year placebo-controlled study involving 
10,CVTO patients which found that Atromid-S actually increased the 
overall death rate by 44 percent, compared to the placebo. 4 It did 
lower triglycerides enough to effect a reduction in heart attacks, but 
the increased mortality from other causes more than canceled this 
benefit. These excessive deaths were associated with gallbladder 
disease (the drug substantially increases the risk of gallstones), can¬ 
cer, and pancreatitis. Lopid has actions similar to Atromid-S, and, 
according to the Physicians 7 Desk Reference , similar side effects. 5 
These drugs interact adversely with blood thinners and with statin 
drugs (described below), and they should not be taken by anyone 
with gallbladder, liver, or kidney problems. They are so hard on the 
liver that liver function must be monitored while taking them. 

I could never recommend any medication with such a high po¬ 
tential for adverse effects. Anyway, elevated triglycerides—even 
when levels are in the thousands—are relatively easy to treat 
with dietary changes. As we will discuss in Chapters 12 and 14, 
they respond to elimination of sugar and other refined carbohy¬ 
drates and to high-dose fish oil. 

Statins 

The statin drugs, more formally known as HMG-CoA reductase 
inhibitors, are by far the most popular class of cholesterol-lowering 
drugs. They include some of America’s best-selling drugs: atorvas- 
tatin (Lipitor), simvastatin (Zocor), lovastatin (Mevacor), pravas¬ 
tatin (Pravachol), and fluvastatin (Lescol). (See why they’re 
commonly called statins?) They inhibit the action of an enzyme 
called 3-hydroxy-3-methylglutaryl coenzyme A (HMG-CoA), 
which is required for the synthesis of cholesterol in the liver. It was 
recently discovered that in addition to lowering cholesterol, statins 
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lower levels of C-reactive protein, an inflammatory marker for 
heart disease. 6 They also appear to improve endothelial function, 
likely by increasing production of nitric oxide. 7 

Scores of studies have demonstrated that statin drugs reduce 
cholesterol and decrease the risk of heart disease and death from 
heart attack. There have been at least five major randomized 
controlled trials on statins, averaging 5.4 years in length and in¬ 
volving a total of 30,817 participants, all with elevated choles- 
terol levels and two-thirds with a history of heart disease. A 1999 
analysis of these studies showed that statin drugs raised HDL 
cholesterol by 5 percent, while lowering total cholesterol bv 2C 
percent, LDL cholesterol by 28 percent, and tnglycendes bv 13 
percent. The risk reduction for major coronary events such as 
heart attacks was 31 percent, and for deaths from all causes, 21 
percent. The findings were similar for men and women, and for 
both elderly and middle-aged people. 0 Pretty impressive, isn't it. 1 

So impressive that the medical community has gone overboard 
recommending these drugs. In 1999 the FDA actually approved 
one statin, Mevacor, for people with normal cholesterol levels and 
no symptoms of heart disease! Simply having below-average HDL 
cholesterol is enough to get you a prescription tor this drug. Of 
course, the drugs manufacturer, Merck & Co., notes that it should 
be used in addition to diet and lifestyle changes, but the "big gun" 
here is obviously Mevacor.* There are doctors out there who feel 
that statins will benefit most everybody and that these drugs can re¬ 
duce the risk of everything from osteoporosis to dementia. (One ex¬ 
pert jokingly suggested that we should put them in our dnnking 
water.) Some predict that half the population will be taking them 
in the future, and there has even been a push to reclassify some or 
them from prescription to over-the-counter status. 10 The latest 
guidelines of the National Cholesterol Education Program inclixle 
recommendations for aggressive drug therapy. It thev were tullv im¬ 
plemented, 36 million Americans—one in every five adults— 
would be taking cholesterol-tawering drugs. 
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Statin drugs are useful for patients with highly elevated cho¬ 
lesterol levels when, and only when, lifestyle changes and natural 
therapies fail to normalize blood lipids. Despite conventional 
medicine's current infatuation with these drugs, they are not 
without risks. Side effects include liver toxicity (like the fibric 
acid derivatives, they require frequent monitoring of liver func¬ 
tion), gastrointestinal symptoms, rashes, blurred vision, muscle 
inflammation and weakness, and rhabdomyolysis, a condition in¬ 
volving muscle breakdown. 

These side effects can be fatal. One statin drug, cerivastatin 
(Baycol), was voluntarily recalled in August 2001 after being linked 
to 31 deaths from rhabdomyolysis. 11 For the other statin drugs, it is 
business as usual—and big business at that, since 11 million Amer¬ 
icans are currently taking these drugs. In my opinion, all the statin 
drugs require closer scrutiny. While Baycol may have been the most 
dangerous of the bunch, every one of the drugs in this class works 
in a similar manner and has similar side effects. According to Pub¬ 
lic Citizen, a Washington, D.C., consumer group, other statin drugs 
have killed an additional eighty-one Americans. 12 

There is another adverse effect of the statin drugs that hardly 
anybody talks about—and which 1 believe contributed to the 
deaths from rhabdomyolysis. It is not listed in the Physicians’ Desk 
Reference and it is not printed in the drug inserts, but it is the most 
chilling of all of the statin side effects. Because the enzyme these 
drugs inhibit in order to lower cholesterol is also involved in the 
manufacture of coenzyme Q10 (CoQlO), these drugs also reduce 
levels of this vital compound. CoQlO is essential for energy pro¬ 
duction in the mitochondria of our cells—it is to cellular function 
what spark plugs are to an engine. Statins deplete the body of 
CoQlO by as much as 40 percent according to one double-blind 
placebo-controlled trial, slowly but surely draining the batteries 
that fuel the heart muscle and other cells. 13 

The heart, the busiest of all muscles, has extreme energy re¬ 
quirements and thus is hardest hit by shortages of coenzyme Q10. 
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Several studies have shown that patients with heart failure have 
measurable deficiencies in CoQlO, and the degree of disease pro¬ 
gression correlates directly with the degree of deficiency_the 

lower the CoQlO level, the greater the heart dysfunction. I can¬ 
not fathom using a drug that reduces production of this essential 
coenzyme. It is like using a gas additive that bums holes in vour 
gas tank. In fact, I consider the CoQlO deficiencies caused bv the 
growing use of statin drugs to be in large part responsible for our 
current epidemic of heart failure. The pharmaceutical eiant 
Merck & Co., which first brought statin drugs to market in 1987, 
appears to know this as well. 

In 1990 Merck & Co. sought and received two patents for Meva- 
cor and other statin drugs formulated with up to 1,000 mg of coen¬ 
zyme Q10. This is, according to the patent, u for the avoidance of 
myopathy as well as the amelioration of myopathy.” (Mvopathv. 
specifically cardiomyopathy, is a common cause of congesnve heart 
failure.) The company holds a second patent for the same formula¬ 
tion “for the avoidance of liver damage ... as well as the ameliora¬ 
tion of said damage.” Merck has not brought these combination 
products to market despite their potential benefit. Nor has the com¬ 
pany educated physicians on the importance of supplementing 
CoQlO to offset the dangers of statins to the liver and heart. .And 
patients who take these drugs are paying with their health. 

Let me tell you about Sam. In 1987, tom-year-old Sam was a 
busy dentist who was in great health except for a slight elevation in 
cholesterol. His doctor prescribed Mevacor, which Sam took tor ten 
years. In 1997, at age fifty, he wound up in a cardiologists office 
with life-threatening congestive heart failure. His coenrvme QIC 
level was found to he exceptionally low. Since Sam had no other 
risk factors, it is obvious to me that this statin drug played a role m 
this once-vigorous individuals devekiping near-fatal congesnve 
heart failure. Sam was treated successfully with coenrvme QIC, and 
his Mevacor was immediately discontinued. 

Noted cardiologist Peter H. Langsjoen, M.P., warns that this 
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problem is only going to get worse: “The concern over the long¬ 
term consequences of statin-induced CoQlO deficiency is 
heightened by the rapidly increasing number of patients treated 
and the increasing dosages and potencies of the statin drugs.” 14 

I urge you not to fall prey to all the hype surrounding the statins. 
Simple dietary changes, including lowering intake of fat, were 
demonstrated in the very well-controlled Finnish Mental Hospital 
study to dramatically lower cholesterol levels and reduce risk of 
death horn heart disease by 53 percent in men, 15 and these same di¬ 
etary changes, as well as fiber, fish oil, red yeast rice, and other sup¬ 
plements can lower cholesterol as effectively as drugs in most 
people. If you have no option but to take a statin drug, it is imper¬ 
ative that you take at least 200 milligrams of coenzyme Q10 every 
day to protect yourself from inevitable deficiencies. 


NITROGLYCERIN EASES ANGINA 

Nitroglycerin is the oldest and one of the most effective of the 
heart drugs, and surely there is no other drug with a more bizarre 
history. An Italian chemist first used it in 1836 to create a highly 
explosive and very unstable liquid. The formula was refined over 
the years and in 1863 Alfred Nobel brought it out in a paste he 
called dynamite. At the same time, a German homeopath named 
Constantine Hering, who was testing all kinds of substances, no¬ 
ticed that nitroglycerin caused headaches, and homeopaths soon 
began using it as a treatment for that malady. (The “like-cures- 
like” homeopathic philosophy is to treat symptoms with minute 
quantities of substances that cause those symptoms.) Observa¬ 
tions of the unexpected effects of nitroglycerin on the heart led 
to further research, and it was first used to treat angina in 1879. 16 

Nitroglycerin comes in more forms than any other drug—oral, 
sublingual, buccal (dissolving in the cheek), patches, transdermal 
ointments, oral sprays, and IV. It is delivered to the smooth muscle 
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cells of the blood vessels, where it is converted to nitric oxide. A< 
you may recall from Chapter 2, nitric oxide is a potent vasodilator 
It relaxes and dilates the blood vessels, thereby increasing blood 
flow and reducing the amount of work the heart has to do. In this 
way it lessens the oxygen requirements of the heart muscle and re¬ 
lieves angina. Some speculate that nitroglycenn might also im¬ 
prove blood flow through collateral channels, the v essels that grow 
around and naturally bypass coronary blockages. In addition, it mav 
discourage the aggregation of platelets. 17 

This drug gets to work fast and in most cases relieves chest 
pain rapidly, but repeat doses are sometimes required. It ls gener¬ 
ally administered when symptoms arise, although some forms are 
taken to prevent symptoms—prior to exercise, for example. Pa¬ 
tients must be careful not to overdose on nitroglvcenn, lest they 
become tolerant of the drug and it loses its effectiveness. The 
best way to avoid this is by taking a ten- to twelve-hour break 
from nitroglycerin every day. 

Headache is a very common side effect of nitroglvcenn, as is 
low blood pressure. Patients taking the drug also report flushing, 
restlessness, insomnia, and nightmares. One drug that does not 
mix well with nitroglycerin and all nitrate-containing drugs is 
Viagra, the popular pill for erectile dysfunction. Both work on a 
similar principle, the release of nitric oxide. Using these drugs m 
tandem can result in dangerously low blood pressure and has 
been associated with several deaths. 


BETA BLOCKERS: NOT FOR LONG-TERM USE 

Another very popular class of drugs for patients with heart dis¬ 
ease is beta blockers. There are so many of them that 1II list only 
a few of the most popular atenolol (Tenormin), metoprolol iLo- 
pressor and Toprol XL), nadolol (Corgard), and propranolol (In- 
deral and Inderal LA). They are prescribed tor chest pain 
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(chronic stable angina), high blood pressure, congestive heart 
failure, and to patients who have had a heart attack. Beta block¬ 
ers are so named because they bind to beta adrenergic receptors 
in the heart and blood vessels, blocking their response to norep¬ 
inephrine (also called noradrenaline), a hormone that signals the 
arteries to constrict and the heart to beat faster. By reducing the 
heart rate and relaxing the blood vessels, blood pressure falls and 
more blood and oxygen are delivered to the heart. These drugs 
also inhibit the kidneys’ release of renin, an enzyme that sets into 
motion a cascade of chemical reactions that results in sodium re¬ 
tention and increases in blood pressure. 

Beta blockers are beneficial for temporary relief from chest 
pain and for short-term control of blood pressure, but that is not 
how they are used in conventional medicine. Virtually every 
doctor prescribes these drugs with instructions to take them in¬ 
definitely, despite the fact that these drugs have more side effects 
than any other heart medication. They impair circulation and 
cause cold extremities, fatigue, dizziness, insomnia, and nausea. 
They are notorious for lowering libido and contributing to sexual 
dysfunction and depression. They constrict the bronchi in the 
lungs and precipitate asthma attacks in some patients. More wor¬ 
risome for patients with heart disease, beta blockers often raise 
triglyceride levels, lower HDL cholesterol, and cause palpita¬ 
tions. Furthermore, these drugs limit the ability to exercise, 
which is one of the best therapies for patients with heart disease. 

But the most serious charge that can be made about these 
drugs is that they may contribute to heart failure. Here’s what the 
Physicians’ Desk Reference says about one beta blocker, Lopressor: 

WARNINGS 

Cardiac Failure: Sympathetic stimulation is a vital com¬ 
ponent supporting circulatory function in congestive heart 
failure, and a beta blockade carries the potential hazard of fur- 
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ther depressing myocardial contractility and of precipitating 
more severe failure. .. . 

In Patients Without a History of Cardiac Failure: Con- 

tinued depression of the myocardium with beta-blocking 
agents over a period of time can, in some cases, lead to cardiac 
failure. . . . 

ADVERSE REACTIONS 

Cardiovascular: Shortness of breath and bradycardia [heart 
rate below 60] have occurred in approximately 3 of IOC pa¬ 
tients. Cold extremities; arterial insufficiency, usuallv of the 
Raynaud type; palpitations; congestive heart failure; periph¬ 
eral edema; and hypotension have been reported in about 1 of 
100 patients. 18 

Beta blockers should never be abruptly discontinued, as this 
may result in severe angina and even heart attack. Withdrawal 
should be done gradually, while implementing the program de- 
scribed in Part III, and only under the supervision of a physician. 


CALCIUM CHANNEL BLOCKERS ARE 
LOSING THEIR LUSTER 

Calcium channels are tiny conduits in the smooth muscle cells or 
the arteries. When calcium flows into these channels, the mus¬ 
cles contract and the arteries constrict, impeding circulation and 
raising blood pressure. Drugs known as calcium channel blockers, 
or calcium antagonists, enter these channels and prevent excess 
calcium from flowing in. The arteries thus relax and dilate, re¬ 
sulting in lower blood pressure, improvements in circulation, and 
decreased demands on the heart. Some of the calcium channel 
blockers also slow the heart rate. 

This class of drugs is prescribed mainly for patients with hv- 



A Smorgasbord of Drugs / 127 


pertension, angina, and arrhythmias. There are actually two 
types of calcium channel blockers. The short-acting drugs work 
quickly, usually within thirty minutes, but their effects are tran¬ 
sient, so they must be taken several times a day. They are less 
popular than the longer-acting calcium channel blockers, which 
have more sustained actions. These include nifedipine (Adalat 
CC, Procardia XL), verapamil (Calan SR, Covera HS, Isoptin 
SR, and Yerelan), and diltiazem (Cardizem CD, Cardizem SR, 
Dilacor XR, and Tiazac), to mention a few. 

Side effects of calcium channel blockers include headache, 
flushing, constipation, nausea, potassium loss, elevated serum 
cholesterol, swelling in the lower extremities, and low blood 
pressure. These drugs also stress the liver and interfere with nor¬ 
mal carbohydrate metabolism, which is why I strongly discourage 
diabetics from using them. But these side effects are minor com¬ 
pared to those found in a 1995 study sponsored by the National 
Institutes of Medicine. In this study, Bruce M. Psaty, M.D., and 
colleagues compared 623 hypertensive patients who had had a 
heart attack to a control group of 2,032 patients with hyperten¬ 
sion but no history of heart attack. They found that those taking 
calcium channel blockers experienced a 60 percent increase in 
lean attack, compared to patients who had been treated with 
ither blood pressure medications. 19 

Not surprisingly, the pharmaceutical companies that manu- 
actured these drugs cried foul and immediately got to work to 
discredit the study. Their tactics were so aggressive that they 
prompted the publication of an anicle in the New England Jour - 
lal of Medicine chastising authors regarding their “published po¬ 
sitions on the safety of calcium-channel antagonists and their 
inancial relationships with pharmaceutical manufacturers. The 
nedical profession needs to develop a more complete disclosure 
)f relationships.” 20 

Perhaps the most damning study of all was a 2000 review of 
andomized controlled trials on calcium channel blockers. Nine 
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trials involving 27,743 participants pitting calcium channel 
blockers against other antihypertensive drugs were analyzed- The 
researchers found that patients taking calcium channel blockers 
had a significantly higher risk of heart attack, congestive heart 
failure, and other cardiovascular events. They concluded: “Cab 
cium antagonists are inferior to other types of antihypertensive 
drugs as first-line agents in reducing the risks of several major 
complications of hypertension.” 21 

A number of studies have also linked these drugs with an m- 
creased risk of cancer. Researchers at the Catholic University in 
Rome evaluated 5,052 hypertensive patients aged seventy-one 
and older, and found that individuals taking calcium channel 
blockers developed cancer at about twice the rate of those using 
other blood-pressure-lowering drugs. Most prevalent were can¬ 
cers of the lung, urinary tract, colon, prostate, and breast.- Fol¬ 
lowing on the heels of this damaging study was another involving 
1,198 women who were at least sixty'five years old and were tak¬ 
ing drugs for high blood pressure. The women in this studv group 
who were taking calcium channel blockers were more than twice 
as likely to have breast cancer, and if they were taking estrogen 
plus an immediate-release calcium channel blocker, the risk was 
8.38 times greater than for women taking other blood-pressure- 
lowering drugs. 23 

If you are using a calcium channel blocker, make sure you 
avoid grapefruit juice for at least two hours betore and after tak¬ 
ing your medication. Naringenin, a natural tlavonoid in grape¬ 
fruit juice, interferes with the livers ability to detox its and 
eliminate these drugs. This intensifies the drugs etiects and the\ 
stay in your system longer. No other citrus juices have this effect. 

Also discuss alternatives with your doctor. Magnesium acts re¬ 
markably similar to calcium channel blockers, as l will explain in 
Chapter 14, and the only side effect of this nontoxic mineral is 
loose stools when taken in very large amounts. 
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ACE INHIBITORS: THE BEST OF THE BUNCH? 

Angiotensin-converting enzyme (ACE) inhibitors have been used 
tor years to treat hypertension and congestive heart failure. Recent 
research suggests that they also decrease the risk of heart attack, 
stroke, and even diabetes. Drugs in this class include ramipril 
(Altace). quinapril (Accupril), captopril (Capoten), lisinopril 
(Prinivil and Zestril), enalapril (Vasotec), and benazepril 
^Lotensin). They work by inhibiting the action of ACE, the en¬ 
zyme that converts angiotensin I into angiotensin 11. While an¬ 
giotensin I has no ill effects, when blood levels of the powerful 
vasoconstrictor angiotensin II rise, the blood vessels become chron¬ 
ically tense, causing blood pressure to climb and the heart to work 
harder. By blocking the action of ACE, less angiotensin II is pro¬ 
duced. The arteries relax and dilate slightly, blood pressure falls, 
oxygen demands of the heart decrease, and cardiac output (the 
amount of blood pumped by the heart) increases. 

Among the most recent research on ACE inhibitors is a 2000 
Canadian study of more than 1,400 patients fifty-five years of age 
and older, with heart disease. These patients were considered to 
be at high risk for heart attack because they had at least one ad¬ 
ditional nsk factor, such as hypertension, elevated total or LDL 
zholesterol, or cigarette smoking. They were randomly assigned 
:o take either an ACE inhibitor (in this study it was ramipril) or 
i placebo every day. After five years, patients taking the ACE in- 
tibitor had fewer heart attacks, strokes, problems with heart fail- 
ire, angioplasties, and deaths from cardiovascular disease. There 
vas also a reduced incidence of new-onset diabetes and diabetic 
implications in the group taking the ACE inhibitor, suggesting 
hat the drug may have an effect on insulin sensitivity. M 

ACE inhibitors appear to be less dangerous than other heart 
nedications. Their most common side effect is an annoying, per- 
■istent dry cough. This is caused by elevations in blood levels of 
jradykimn, a naturally occurring protein that can trigger con- 
ractions of the smooth muscles of the bronchioles. This same 
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mechanism can also, though infrequently, cause dangerous con- 
striction of the bronchioles and asthmatic symptoms. (An- 
giotensin II inhibitors are a related class of drugs that do not raise 
levels of bradykinin and therefore do not cause cough or breath- 
ing difficulties. They are sometimes given to patients who cannot 
tolerate ACE inhibitors.) 

Other common side effects of these drugs are altered sense of 
taste and reduced appetite. A rare side effect is acute swelling of 
the face, tongue, lips, vocal cords, and extremities. Alterations in 
levels of important trace minerals such as selenium, zinc, and 
copper; kidney damage; and reduced white blood cell count have 
also been reported. Patients with lung or kidnev disease should 
avoid ACE inhibitors. 


ANTITHROMBOTIC DRUGS THIN THE BLOOD 

Patients with heart disease are also treated with antithrombotic 
agents. These drugs are aimed at preventing the formation of blood 
clots by inhibiting different aspects of the natural coagulation cas¬ 
cade we talked about in Chapter 3. Such agents are almost always 
used in patients with unstable angina (the type that comes on un- 
predictably or persists, rather than being triggered by exertion or 
stress), atrial fibrillation (a chaotic rhythm of the hearth or artifi¬ 
cial heart valves. But they are also used by some patients with less 
severe coronary artery 7 disease, and milder antithrombotic drugs, 
such as aspirin, are even used for preventive purposes. 

There are two types of antithrombotic agents. The first are 
antiplatelet drugs. These drugs discourage the aggregation or 
clumping together of platelets, which are involved in clotting. 
Aspirin is the best-known antiplatelet drug, although ticlopidine 
(Ticlid), clopidogrel (Plavix), and other prescription antiplatelet 
drugs are also effective in reducing platelet aggregation. 

The other class of antithrombotic drugs are anticoagulants 
such as warfarin (Coumadin) and heparin. They inhibit the pn> 
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duction of fibrin, the “net” that holds platelets together to form 
a blood clot. Heparin is administered intravenously or by injec¬ 
tion, so its use is usually limited to a medical setting. Warfarin is 
taken orally, and although it is certainly a lifesaver for some pa¬ 
tients. it is, in my opinion, overprescribed. It has numerous side 
effects and potential complications, the most serious of which is 
a high risk of bleeding. For this reason, blood clotting time must 
be monitored frequently to make sure the dose is in the safe but 
therapeutic range. This drug also interacts with a very long list of 
medications, herbs, and even foods. If you are taking warfarin, it 
is worth asking your physician if you have other options. 


ASPIRIN: A 100-YEAR-OLD WONDER DRUG 


Aspirin, or acetylsalicylic acid, is an inexpensive over-the-counter 
drug that has been used for more than a century to treat pain and 
inflammation. It is also a powerful agent for preventing heart at¬ 
tacks and improving odds of survival after a heart attack. Aspirin 
suppresses the production of a very powerful platelet aggregator and 
vasoconstrictor called thromboxane A2. It relaxes and widens 
the arteries, discourages clot formation, and improves blood flow. 
In addition, it hampers the activity of prostaglandins involved 
in inflammation. As we discussed in Chapter 3, inflammation as 
evidenced by elevated levels of C-reactive protein is a significant 
risk factor for heart disease. A 1997 study suggests that this may be 
aspirin s most most significant mode of action. 25 

Charles Hennekens, M.D., professor at Harvard Medical 
School and chief of the Division of Preventive Medicine at 
Brigham and Women’s Hospital in Boston, has been the prin¬ 
cipal investigator in three long-term studies of the effects of 
aspirin in preventing heart attacks. In one of these studies, 
22,071 male physicians aged forty to eighty-four were assigned to 
one of two protocols: 325 mg of aspirin every other day or a 
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placebo. Aspirins clear and obvious benefits were recognized 
early on. In fact, the study was stopped almost six years sooner 
than scheduled because the men taking aspirin had a 44 percent 
reduction in heart attacks! 26 Similar results have been obtained 
in other large long-term studies, both in the United States and 
Europe. All have shown that small, regular doses of aspinn re¬ 
duce heart attack rates by 20 to 44 percent. 

Aspirin also improves survival when taken at the first sign of a 
heart attack. In the Second International Study of Infarct Surv ival, 
which followed 17,187 patients seen in a hospital within twentv- 
four hours of the onset of a heart attack, those given aspinn at that 
time and for thirty days thereafter had a 23 percent lower death rate 
than those receiving no aspirin. 2 ' Aspirins effectiveness is compa¬ 
rable to that of conventional clot-busting therapies used in hospi¬ 
tals, and the cost savings of using aspirin at the nme of a heart 
attack instead of these newer drugs are astronomical. Yet phvsicians 
routinely select the more high-tech treatments. According to Pr. 
Hennekens, “If aspirin was only half as effective, but ten times more 
expensive and available only by prescription, people would take it 
more seriously.” 23 

The American Heart Association recommends aspinn tor pa¬ 
tients who have unstable angina or have already had a hern 
attack, stroke, or transient ischemic attack (TLA or "mini-stroke" L 
Unfortunately, only one in tour who would benefit from aspinn 
actually takes it. N Aspirin has some very senous side ejects, in¬ 
cluding the potential to cause ulcers and gastrointestinal bleeding. 
It puts tens of thousands ot people in the hospital even year and 
kills thousands. v These problems generally occur w ith higher doses 
than those recommended tor cardiovascular disease and can be 
largely avoided by raking aspirin with a meal and sticking with a 
low dose—one-half of a regular 325 mg aspinn (ltd.5 mg^ even 
other day, or one baby aspirin (81 mg) every cfav. 

If you suspect that you or anyone you know is having a heart 
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attack, a regular-strength aspirin (325 mg) should be taken at 
once, and a doctor’s help sought immediately. 


THE DOWNSIDE OF DIURETICS 

I want to touch briefly on diuretics, for they are a very popular 
treatment for high blood pressure, which afflicts many patients 
with heart disease. Diuretics reduce blood pressure by decreasing 
blood volume and thus pressure against the arteries. They stimu¬ 
late the kidneys to absorb less sodium, so sodium and water are 
excreted through the urine. Unfortunately, other essential nutri¬ 
ents are excreted at the same time. 

One of the minerals lost is potassium, and the repercussions 
can be severe. The Multiple Risk Factor Intervention Trial 
(MRFIT), a double-blind, placebo-controlled study involving 
more than 12,800 men with high blood pressure, compared 
the effects of aggressive drug treatment (primarily a class of 
diuretics called thiazides) with minimal drug treatment. MRFIT 
found that although stepped-up drug treatment did lower blood 
pressure, it did not decrease deaths from heart disease. Even 
worse, aggressive drug therapy for men with borderline hyperten¬ 
sion caused potassium deficiencies that prompted wildly irregular 
heartbeat, actually increasing the risk of sudden cardiac death. 31 
These drugs also raise blood sugar, cholesterol, and triglycerides— 
not a good thing for patients whose elevated blood pressure al¬ 
ready puts them at risk of heart attack. 

Pharmaceutical companies have come out with “potassium- 
sparing” diuretics, which stem potassium losses. However, no di¬ 
uretic addresses the losses of other water-soluble nutrients that 
are critically important in heart disease, such as magnesium. Vol¬ 
umes of research prove that lifestyle changes could eliminate 
high blood pressure in a majority of patients. Nevertheless, the 
treatment approach of many physicians is to immediately start 
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patients with hypertension on a lifelong regimen of diuretics and 
other drugs. 


DRUGS AREN'T ALWAYS THE ANSWER 

People come to the Whitaker Wellness Institute for manv differ' 
ent medical conditions, but one common goal shared bv our pa- 
tients is the desire to get off some of their prescnption drugs. We 
have patients walk into the clinic on ten, twelve, fifteen differ¬ 
ent drugs. One of my patients, Louise, is a case in point. Louise's 
initial complaint twelve years earlier was heart disease, and she 
was started on a drug. Ov er the years, more and more drugs were 
added as her health deteriorated. When 1 first saw Louise, she 
was so sick and on so many drugs—twenty’ different medications, 
sixteen of them prescription drugs—that it was obvious to me 
that a lot of her problems were caused by the cocktail of drugs she 
was taking. Just reducing her medication load dramatically im¬ 
proved Louise’s health. 

If you are taking any drugs for heart disease, 1 suggest that you 
discuss potential problems and possible alternatives with vour 
physician. There are safer, equally, it not more, effective natural 
options to every drug we have covered in this chapter. U e are 
quite successful at the Whitaker Wellness Institute in helping 
our patients eliminate their dependency on drugs, including 
medications they were told would be required tor a lifetime. Ue 
don’t do anything extraordinary^we simply stress the impor¬ 
tance of lifestyle changes in alleviating the underlying causes of 
disease. It is the patients themselves who do the real healing 
when they embrace the recommended program of diet, exercise, 
and nutritional supplementation you will learn about in the next 


section. 



Part III 

The Whitaker Wellness Institute Program 
for Reversing Heart Disease 




CHAPTER 10 


Heart Disease Is Reversible 


Gene, a successful contractor, was diagnosed with hyper- 

tension when he was in his late fifties. His doctor immediately 
put him on a blood-pressure-lowering medication. He was not 
told that hypertension was a significant risk factor for heart dis¬ 
ease, nor was he given any advice about diet, exercise, or any 
other measures he might take to protect himself. 

Over the next few years Gene began to have occasional chest 
pain. Because he was so heavily involved in his work, he dis¬ 
missed it as a minor annoyance—until it became so severe that 
merely walking across the living room brought it on. He was 
given heavy doses of a beta-blocker drug, nitroglycerin tablets, 
and a nitroglycerin patch to wear on his chest. 

He was also referred for an angiogram, which showed that one 
of his coronary arteries was completely blocked and two others 
had severe blockages. His doctor recommended immediate coro¬ 
nary artery bypass surgery. 

Had he not had a cold, Gene probably would have had 
surgery; however, because of it his surgery was postponed a few 
days. While he was getting over the cold, a friend who had heard 
me lecture on alternatives to bypass surgery encouraged him to 
:heck out the Whitaker Wellness Institute. Gene called, and he 
expressed his doubts and fears. “Doctors in the hospital sched¬ 
uled me for a major operation on my heart like they were mak- 
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ing an appointment for a haircut. I just felt something was wrong 
in the way I was being rushed.” He was told about the program 
we offer patients at the institute, which is designed not only to 
slow the progression of heart disease but to actually reverse it, 
and about our considerable success in relieving angina and other 
symptoms of heart disease. 

Gene came to the institute to undergo our treatment program. 
He had a complete physical examination, blood tests, and an ex- 
ercise stress test. We went over his test results and discussed the 
research on bypass, which shows that except for small, select sub¬ 
groups of patients, surgery does not prevent heart attacks, stop 
the progression of heart disease, or prolong life. I told him that 
because his angina was so severe, he might be one of those rare 
patients who truly does need surgery. However, 1 suggested that 
he try our program before resorting to heart surgery. 

Since this approach requires active participation of patients— 
it is you, not your doctor, who has to eat right and exercise—we 
spend a lot of time on patient education. Gene joined a group of 
patients with heart disease and other health problems, attended 
lectures, and received personalized instruction in the particulars 
of a heart-healthy diet, a moderate exercise program, and appro¬ 
priate nutritional supplementation. The patients ate together, 
exercised together, and received specialized therapies together. 
They shared their health challenges and triumphs and served as 
keen motivators for one another. 

Within days Gene began to notice changes. When he aimed, 
his chest pain was so severe that he couldn't walk two hundred 
yards, and he was taking more than a dozen nitroglvcenn Tablets a 
day. After a week at the institute he was walking two miles and rak¬ 
ing only three to five nitroglycerin Tablets. [\*>ages of his other 
medications were also cut hack, and he felt more energetic than he 
had in years. Gene returned hcvme with a program he thought he 
could live with and more hope than he ever imagined. 

He continued to improve. Within eighteen months L»ene had 
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lost 25 pounds, his cholesterol level dropped to 155, his blood 
pressure stabilized, he was off all medications, and he had not had 
angina in over a year. An exercise stress test and thallium scan 
done at that time showed that his heart function was completely 
normal. Four years later, at age sixty-nine, Gene built a home 
gvm so he could intensify his exercise program. He continued to 
be off all drugs, his blood pressure and weight were stable, and he 
hadn’t had chest pain in more than three years. He had returned 
to his former vigorous and productive life and had just completed 
building a sixty-unit condominium complex while working out 
daily and sticking to his diet. 

Gene got a lot out of our program, and let me say that the 
credit is largely his. This is not one of those situations where the 
doctor “fixes” a passive patient, like a plumber fixing a stopped 
sink. In our program for reversing heart disease the doctor guides 
and teaches while the patient learns the hows and whys of the 
program. We provide a network of support during the early stages 
as patients step into their new lifestyle. Then they continue to 
live wisely, effecting their own cures. The doctor is almost en¬ 
tirely a teacher: It is the patient who carries out the course of 
treatment. 

In this section I will outline for you the Whitaker Wellness In¬ 
stitute treatment program that Gene so successfully used to re¬ 
verse his heart disease. While Gene spent some time at the 
institute—and that is certainly an option for interested pa¬ 
tients—the purpose of this book is to provide you with all the in¬ 
formation you will need to implement a safe, effective program 
for reversing heart disease on your own. 


WHERE'S THE PROOF? 

The idea of reversing a condition as serious as heart disease with 
natural therapies such as diet, exercise, and nutritional supple- 



149 / Reversing Heart Disease 


ments generates heated controversy. Cardiologists who are en¬ 
thralled with high-tech interventions like bypass, angioplasty, 
and the latest medications quite naturally discount the value of 
this more conservative approach. Yet the scientific data support¬ 
ing the effectiveness of lifestyle measures in reversing atheroscle¬ 
rosis is there, and ironically, some of it is more valid than the data 
used to support bypass and other conventional therapies. Here is 
a brief overview of the research. 

Early Animal Experiments 

Scientists have been trying to figure out the mechanisms un¬ 
derlying atherosclerosis for centuries. Something was damaging 
the arteries, but what? In the early twentieth century, European 
scientists attempted to find out by injecting irritating substances 
into the arteries of rabbits. In time the rabbits were sacnficed and 
their arteries sliced open. Clean. No trace of atherosclerosis m 
these vegetarian creatures. No matter what irritants their artenes 
were exposed to, atherosclerosis did not occur. 

The culprit was discovered by accident. In 1909 a Russian sci¬ 
entist was studying the effects of a high-protein diet on rabbit 
kidneys by feeding the animals meat, milk, and eggs. In due time 
the rabbits were dissected and, while kidney damage was nil, se¬ 
vere atherosclerosis was found in their arteries. 1 The studv was 
repeated with the same results, and a debate ensued. Was it the 
protein in these foods that was damaging the animals' artenes or 
was it the fat? Another Russian researcher sealed the dispute in 
1913 by producing severe atherosclerosis in rabbits with a 
high-saturated-fat, protein-free diet.* 

Since that time the routine way to produce atherosclerosis in 
lab animals for study purposes has been to teed them saturated 
fat—it never fails to damage and clog up the artenes. No other 
method consistently produces coronary artery disease in animals. 
According to Dr. William E. Connor ot the University ot Ore¬ 
gon, “If ever a human disease can be pnxluced in animals, it is 
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atherosclerosis, and if ever the requirements of that disease have 
been isolated it is fat and cholesterol in the diet.” 

But what about reversing heart disease? The excitement really 
begins when these animals with diet-induced blockages in their 
arteries are put back on their natural low-fat diets. Atherosclero¬ 
sis begins to reverse! 3 This has been demonstrated not only in 
rabbits but in monkeys and other primates as well. Dr. Draga Ves- 
selinovitch of the University of Chicago reported a 50 percent 
reduction of artery damage in monkeys after eighteen months on 
a low-fat diet. Not only did blockages regress, but the linings of 
arteries showed signs of regeneration. 4 

The medical literature on atherosclerosis in animals would fill 
a library*, and it clearly points to a high-fat diet as a major culprit 
in heart disease. You may have heard that experiments on ani¬ 
mals are not conclusive for humans, and that is true. Human be¬ 
ings are very* different from rabbits and we can’t always apply to 
our own systems what we learn from rabbit experiments. Even 
though monkeys are close to us in organ structure and function, 
and experimental results with them must be taken seriously, they 
cannot be definitively applied to humans. However, these animal 
studies did point the way for research that is consequential for 
humans. 

Epidemiological Observations 

Epidemiology* is the study of the “interrelationships of the 
host, agent, and environment in causing disease.” 5 Researchers 
compare disease rates among groups of people with different diets 
and other lifestyle factors and try to sort out which factors con¬ 
tribute to disease. It was epidemiological research that first 
linked a fatty diet to heart disease in humans, and some of the 
earliest studies came out of war-ravaged Europe. 

During World War I and World War II, Europeans endured 
drastic food shortages, the most noticeable being meat, eggs, 
milk, butter, cheese, and lard. The complex industry of raising 
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and slaughtering livestock and processing, storing, transporting, 
and distributing these foods was disrupted by war. People fell 
back on potatoes, vegetables, fruits, and grains, which are easier 
to grow and can be stored for prolonged periods. 

A few astute scientists observed that the effects of pnvation 
might have been a blessing in disguise. Dr. T. Ashoff reported 
that during and just after World War I, there was a significant re¬ 
duction of plaque in the arteries of the civilian population, 
which he attributed to the reduced consumption of high-fat 
foods. 6 More conclusive evidence was gathered during World 
War II. In Finland, Drs. Ilmari Vartiainen and Karl Kanerva doc- 
umented a 67 percent drop in deaths from heart disease in the 
civilian population compared with prewar days. 7 The Norwegian 
government reported similar findings during the war and the aus¬ 
tere period following it, and routine autopsies on civilians 
showed marked reduction of atherosclerosis. 3 9 All of these re¬ 
searchers concluded that the decline in the heart disease death 
rate was associated with reduced consumption of meat, butter, 
and other foods rich in fat and cholesterol. 

William Castelli, M.D., initial director of the Framingham 
Study, which, as we discussed earlier in this book, was the first 
study to conclusively show an elevated blood cholesterol level to 
be a major risk factor for heart disease, received his medical train¬ 
ing in Belgium in the early 1950s. He had a crusty pathology pro¬ 
fessor, Dr. Eugene Picard, who amused students by walking 
around mumbling, “They’re coming back.” Someone asked him 
who “they” were, and Dr. Picard replied, “Cholesterol deposits in 
the arteries.” Sure enough, atherosclerosis was again showing up 
in cadavers as Belgians returned to their rich peacetime eating 
habits. 10 

All this splendid wartime documentation is ignored today bv 
those who say that we have had no definitive, controlled, 
large-scale studies proving that a shitf to a low-tat diet dramati¬ 
cally reduces atherosclerosis in humans. These wartime ohserva- 
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:-^n> m.n bo the host data we'll over have. Think about it. When 
and how could scientists ever persuade SO million people to shift 
h'\\ oat diet tor tour soars . 1 \\ hat kind ot test would rival the 
uammo experience ot Europe tor conclusive results’ 



Rcgresdon of Atherosclerosis: The^e before-and-after pictures, 
'X:.:.;: r\ -.me: ographv, Tow distinct changes in degree of ather- 
: n* om marv arteries. The arrows in the pictures on the 
r :ro : ■. >:He arterial blockages with restriction of blood flow, 

.r. one r:_ r .re' n the right, taken after the patient began an intern 
- e exet-i'e rr .gram, you can see marked widening of arterial do 
m'.cter rem,ration of blood flow." 


Case Studies 

C^v- studie- base also shed light on the reversal of atheroscle- 
r oo rnrough lifestyle changes. Well-documented histories of pa- 
neno uong one or more clearly identified therapies are an 
o.'.o;M:r.r way of determining therapeutic efficacy. There are vol- 
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umes of case histones of proven, documented rever- 
sclerosis attributed to diet, exercise, and nrher life 
and 1 want to share a few of them with von 



Regression of Coronary Artery Disease. The-e a 
trate the differences in hkv>d flow through the cor-:'., 
tore the patient went on a diet and exercise p: g: 
darker color, indicating greater circulation, plus ::'.c c 
ot vessels receiving blood flow m the “after" picture 


Dr. Thomas Rassler reported the case or a -:\\ one 
man who had endured angina for thirteen \earv Angiog 
vealed that one of his coronary arteries w as blocked 
and another had a 7^ percent blockage Although :v 
sidered to he an ideal bypass candidate, the nun. J.ecuv 
matters into his own hands bv increasing his dan\ ua.s 
two miles to six, and he started to do some oou \'g- 
angina went awav in about two months. He kept up n> 
and at the age of sixty-eight repeat angtograplu showeo. 
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larger blockage had shrunk from 95 to 50 percent and the smaller 
one from 75 to 30 percent. 13 

Dr. D. Roth of the University Hospital of London, Ontario, 
followed a forty-six~year-old attorney who was admitted to the 
hospital with severe chest pain and an eight-month history of 
angina brought on by exertion. An exercise stress test and thal- 
Hum scan showed inadequate blood flow to certain areas of the 
heart, and an angiogram revealed a large blockage in a major 
artery. Told he would benefit from surgery, the patient instead 
went home, cut down his meat and dairy intake, and increased 
his exercise. Six months later his chest pain was completely 
gone, his cholesterol level had dropped from 269 to 209, and his 
triglycerides went from 205 to 93. A year later his heart was func¬ 
tioning normally and a repeat angiogram showed that the block¬ 
age had unquestionably been reversed. 14 

These and hundreds of other very compelling case studies are 
often overlooked by physicians. Several years ago 1 was scheduled 
for an interview on a Los Angeles TV station to talk about re¬ 
versing heart disease. The day before, a prominent cardiovascu¬ 
lar surgeon was on the same show, discussing bypass surgery and 
how reversibility of atherosclerotic blockages in the coronary ar¬ 
teries using conservative therapies had never been demonstrated 
by angiography. Well, I appeared the next day on the same pro¬ 
gram with several angiograms showing blockages in the coronary 
arteries that had been reversed. These examples had been pub¬ 
lished in the medical literature and were easily available. 

Dr. Castelli commented in a lecture at Loma Linda University 
that he ran into this bias all the time. He has presented at nu¬ 
merous medical centers beforehand-after angiograms of coronary 
arteries showing that arterial blockages evident at one point in 
time had disappeared with conservative treatment. He was al¬ 
ways amused that after his talks, many cardiologists and heart 
surgeons would form a line at the microphone to state that the 
blockages on the original angiograms were not plaque, but an in- 
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voluntary spasm of the artery that only looked like a blockage. 
Dr. Castelli quipped that if this were the case, a lot of patients 
were having bypass surgery for spasms of the arteries, not actual 
blockages! 

Controlled Clinical Trials 

As I mentioned earlier, the problem with animal research is 
that we can’t be entirely sure that study findings will apply to hu¬ 
mans. Case studies are interesting and instructional, particularly 
when many of them point to the same cause and effect, but 
again, extrapolating from individual cases to larger populations is 
difficult. Epidemiological studies have the advantage of large 
numbers of people, but it is impossible to control all the van- 
ables. Therefore, controlled clinical trials that pit one therapy 
against another in similar groups of patients are considered the 
gold standard—the most reliable way ot determining the etficacv 
of any therapy. 

One of the pioneers in this type of research regarding the ef¬ 
fects of lifestyle changes on atherosclerosis is Dean Ornish, M P 
He was the first physician to prove in a controlled clinical tnal 
that heart disease can be reversed with lifestyle measures. In his 
first study of this nature. Dr. Ornish enrolled 23 patients with 
heart disease in a twenty-four-day in-hospital lifestyle program. 
These were sick patients. Roughly a third of them had already 
had a heart attack, all of them were raking heart medications, 
and they were having an average of ten atracks ot angina per 
week. Each had been identified by angiographv as having block¬ 
ages of greater than 50 percent in one or more major coronary 
arteries. 

These patients were placed on an extremely low-fat vegeranan 
diet and stress-reduction techniques as their major therapy. Their 
results were compared to another group ot similarly ill patients 
who received standard medical treatment. After twenty-tour dav> 
on the lifestyle regimen, patients experienced an average diop in 
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cholesterol of 20.5 percent. They were able to exercise longer on 
follow-up stress tests, and their hearts functioned better as well. 
Furthermore, there was a 91 percent reduction in frequency of 
angina. Attacks were reduced from an average of almost two per 
day to less than one a week. 15 

When these results were published in 1983 1 was excited. 1 had 
long followed the work of Nathan Pritikin, who was having suc¬ 
cess reversing heart disease with a program of low-fat diet and ex¬ 
ercise. Now with Dr. Ornish’s research, we had clinical proof that 
it was effective. Skeptics were quick to criticize. They pointed 
out that this might work in a clinical setting for a short period 
such as twenty-four days, but they were certain that patients 
would not make appropriate changes in their diet on their own 
over the long haul. Dean Ornish decided to prove them wrong. 

He mounted a one-year study of patients with heart disease 
called the Lifestyle Heart Trial. Twenty-eight of these patients 
were instructed in a low-fat vegetarian diet, smoking cessation, 
stress management training, and moderate exercise, while 20 
served as a control group receiving standard medical care. All pa¬ 
tients underwent angiography to determine the degree of block¬ 
ages in their coronary arteries before the study and again at the 
study’s conclusion. The lifestyle group then spent a week in a res¬ 
idence program to learn the basics of the program, and through¬ 
out the remainder of the study, they met regularly in support 
groups to help them stay on track. 

After one year, cholesterol levels in the lifestyle group fell by 
24.3 percent and LDL cholesterol by 37.4 percent—without the 
use of cholesterol-lowering drugs. Angina symptoms also im¬ 
proved dramatically. There was a 28 percent reduction in sever¬ 
ity, a 42 percent reduction in duration, and an astounding 91 
percent reduction in frequency of angina. The most important 
finding, however, was that the lifestyle regimen actually reversed 
blockages in the arteries. The average blockage decreased from 
40 percent at the study’s onset to 37.8 percent, and improve- 
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ments were even greater in the more severely blocked arteries. In 
comparison, the control group of heart patients on a standard 
fare of medications got worse, with measurable progression of ar- 
terial blockages. 16 

Dr. Ornish has since published several other studies along this 
same line. In one of them, he followed patients on a lifestvle reg- 
imen for five years and, as expected, noted even more regression 
of coronary atherosclerosis. During those five years, more than 
twice as many cardiac events (heart attack, angioplasty, bypass, 
etc.) occurred in patients in the control group receiving standard 
medical care than in those who were eating a low-fat diet, exer¬ 
cising regularly, and managing their stress. 17 


PROGRAM OVERVIEW 

As you can see, the use of nutrition, exercise, and stress manage¬ 
ment to reverse atherosclerosis is not a fanciful theory but a solid, 
proven alternative to invasive procedures and heavy drug regi¬ 
mens. Hundreds of other studies have evaluated the individual 
components of such a treatment program, and we will cover some 
of them as we work our way through the next few chapters. For 
now I want to give you a preview of the Whitaker Wellness In¬ 
stitute program for reversing heart disease. 

1. Eat a Heart-Healthy Diet 

Americans have made substantial modifications in their 
diets since the mid-sixties, when heart disease rates were at 
their peak. We eat less red meat, and our consumption of 
whole milk, cream, and butter is considerably lower. This is a 
step in the right direction, but we still have a long wav to go. 
We eat more sugar than ever and indulge in foods laden with 
unhealthy oils and white flour. Quick convenience foods and 
take-out tare have become more common than meals made 
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with whole foods. Food preferences are a societal phenome¬ 
non, and the cultural influences that have addicted us to our 
current diet are a formidable obstacle to change. 

However, a good diet is without a doubt the foundation of 
health, and the diet I describe in Chapters 11 and 12 will have 
a positive impact on virtually all the risk factors for heart dis¬ 
ease. While implementing dietary changes requires some effort 
and discipline on your part, rest assured that our diet for re¬ 
versing heart disease is not one of deprivation or unappealing 
"health foods.” You will be pleasantly surprised at the variety, 
tastiness, and ease of preparation of the meal plans and recipes 
in Part IV. Furthermore, this diet will be a boon not only to 
your heart but to all aspects of your health. 

2. Take Targeted Nutritional Supplements 

A 2001 British study found that people with the highest 
blood levels of vitamin C had half the risk of dying from heart 
disease as those with the lowest levels of this vitamin. 18 Har¬ 
vard researchers demonstrated that women who took supple¬ 
mental vitamin E had a 46 percent lower risk of heart disease, 
compared to women who took no vitamin E. 19 Low blood lev¬ 
els of B-complex vitamins are associated with increased risk 
of heart disease. Magnesium, selenium, and other nutrients we 
will discuss in detail are also directly linked to the health of 
the heart and blood vessels. 

Yes, you can theoretically get the requisite vitamins, miner¬ 
als, and other nutrients from the food you eat. However, as you 
will see in Chapter 13, it is a hit-or-miss proposition. The only 
way to ensure that you are getting adequate levels of these 
therapeutic nutrients is to take them in supplement form on a 
daily basis. Nutritional supplementation is a cornerstone of my 
program for reversing heart disease. Although many physi¬ 
cians ignore the contribution of nutritional supplementation, 
I will show you in Chapter 14 how this simple step can provide 
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tremendous protection against the multiple processes that rav¬ 
age the cardiovascular system. 

3. Exercise Regularly 

People are much more conscious of the benefits of physical 
activity than they were twenty years ago. Health clubs have 
proliferated and professional athletes are among the most ad¬ 
mired men and women in America. Unfortunately, we talk the 
talk, but we don’t walk the walk. Fewer than two out of ten 
adults in this country exercise on a regular basis. It’s easv to 
understand why—exercise is hard work. But thats the whole 
point. 

Only by working out hard enough to get vour heart beating 
faster, your lungs taking in more oxygen, and vour muscles 
moving vigorously will you improve the health of vour cardio¬ 
vascular system and indeed of your entire body. Exercise is 
highly protective against heart disease. And it you’ve already 
had a heart attack, beginning an exercise program will in¬ 
crease your odds of avoiding a repeat heart attack or surviving 
if you do suffer a second heart attack. x In Chapter 15 we will 
talk about the benefits of exercise, and I will provide vou with 
a safe and detailed exercise program to optimize heart health. 

4. Get a Handle on Negative Emotions 

Our hearts pound with anxiety and jump out ot our chests 
with fear. Grief and depression leave us sick at heart. A strong 
emotional response is heart-wrenching, and anger makes our 
blood boil. Have you ever noticed how so many references to the 
heart crop up in our descriptions ot intense emotion. This is no 
accident. Strong emotional responses have immediate, powerful 
and long-lasting effects on the cardiovascular system. 

Everyone experiences intense emotions even now and 
then—its part of being human. However, reacting with anger, 
anxiety, or depression to all ot life’s hills arxl valleys takes it toll 
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on your heart and arteries. As I will explain in Chapter 16, the 
root of this damage is the biochemical changes that are part and 
parcel of the stress response. We will discuss exactly how nega- 
tive emotions affect your cardiovascular system, and I will give 
vou ten easy-to-implement antidotes for chronic stress. 

5. Consider Hormone Replacement Therapy 

You know that estrogen and progesterone relieve meno- 
pausal symptoms, and testosterone builds muscle mass and 
improves libido in men. But hormones and the heart? 
Decades-old research proves that supplementing with certain 
hormones can lower cholesterol, improve blood flow, 
strengthen the heart muscle, lower body fat, and help regulate 
heart rhythm. Not that you will ever hear about this from your 
physician. For some reason, with the exception of estrogen 
and progesterone for postmenopausal women and thyroid for 
people with low thyroid function, hormone therapy is gener¬ 
ally ignored by conventional physicians. And when you do 
hear about hormone replacement therapy, it is often with a 
warning of its potential dangers. 

This is unfortunate, because patients are missing out on an 
entire category of therapeutic agents that when used appro¬ 
priately can make a real difference in their health. At the 
Whitaker Wellness Institute we use a wide variety of natural 
hormones to treat specific medical conditions, and cardiovas¬ 
cular disease is one of them. In Chapter 17, we will go over the 
most effective hormones for the treatment of heart disease. 

6. Intensive Therapies for Advanced Disease 

In addition to the lifestyle elements that are the basis of my 
treatment program for reversing heart disease, we have three 
“big guns” at the Whitaker Wellness Institute that we pull out 
for patients with serious heart disease. One of them, enhanced 
external counterpulsation (EECP), is the closest thing going 
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to bypass surgery—without the surgery. It is such an effective 
treatment for chest pain associated with heart disease chat 
Medicare now reimburses for it. Another is EDTA chelation 
therapy, an intravenous treatment that removes toxic metals 
from the bloodstream and arterial walls, thus protecting the 
arteries by reducing their free-radical load. Finally, there is hy¬ 
perbaric oxygen therapy, which forces healing oxvgen into the 
tissues, even those deprived of adequate circulation bv athero¬ 
sclerosis. 1 will explain the benefits of these unique therapies 
in Chapter 18. 

7. If You Smoke, Stop 

In the past thirty-five years there has been a greater than 3C 
percent reduction in use of tobacco, most of it among men 
over the age of thirty, who are especially vulnerable to heart 
disease. This has played a huge role in the declining rate of 
death from heart disease and other tobacco-related illnesses. 
However, we’re not nearly out of the woods vet. Forty-seven 
million adults in this country continue to smoke, and the 
numbers of teenage, particularly female, smokers are actually 
increasing. 21 Smoking is unequivocally associated with heart 
disease. Of the 400,000 Americans who die even year as a di¬ 
rect result of tobacco use, a majority of them die not from lung 
cancer hut from heart disease. Perhaps even more tragic are 
the 40,000 deaths from cardiovascular disease of nonsmokeis 
attributed to secondhand smoke. 

Tobacco smoke contains hundreds of chemicals that dam¬ 
age the arteries, hamper blood flow, and dramatically raise the 
risk of heart attack. Smokers have more than twice the nsk or 
heart attack as nonsmokers and two to four times the nsk of 
sudden cardiac arrest. 22 Don’t think you're off the hcvk it vou 
smoke cigars or use smokeless tobacco. \ou are still at in¬ 
creased risk. I recognize how hard it is to stop smoking How¬ 
ever. this is one lifestyle change that is just not negotiable. 
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YOU CAN DO U 

We have spent the bulk of this book thus far laying the groundwork 
for my program tor reversing heart disease. Now let’s get down to 
the business of actually implementing the program. If prevention is 
your primary concern because of a family history of the disease or 
other nsk factors, you are doing yourself and your loved ones a huge 
service by protecting your health. I have great admiration for any¬ 
one who takes the bull by the horns—prevention is much easier 
than reversal, and your chances of success are close to 100 percent! 

If you are already struggling with heart disease, kudos to you as 
well. It is the intelligent, proactive patient who looks for solutions 
outside the box, who does his or her own research and makes truly 
informed decisions. This program for overcoming heart disease can 
be added to your current treatment. It is not a quick fix—there is 
no such thing. But it does offer hope to people who know the pain 
and anxiety of heart disease and want to avoid the surgery route. Of 
course, you should work closely with your doctor, particularly if you 
are taking medications for your heart. (The majority of patients 
who give this program a serious go are able to discontinue or dra¬ 
matically reduce their prescription drugs. However, this should be 
done only under a doctors supervision.) 

Whatever your motive, this program will help you increase 
your chances of survival to a ripe old age, improve the quality of 
the rest of your life, and even reverse the deterioration of your ar¬ 
teries. All this without surgery, and likely without heavy medica¬ 
tion. What I propose for you is entirely doable—and enjoyable. 
Once you get started on this program, you’ll know that you have 
never lived better. You can do it, but it’s up to you to take that 
first step on the road to optimal health. 



CHAPTER 11 


Diet and Health 


You ARE WHAT YOU EAT." YOU’VE PROBABLY HEART THIS TRITE 
phrase dozens of times, but have you ever reallv considered its 
wisdom? When it comes to heart disease, its right on the money. 
Atherosclerosis is a multifaceted disease, and multiple factors 
contribute to its initiation and progression. Chief among them 
are the things you put in your mouth every* daw 

Although most healthcare professionals would agree that a 
healthy diet is important tor people with heart disease, there is a 
lack of consensus as to what a healthy diet is. At one end ot the 
spectrum are the advocates of a high-fat, high-protein diet. 
These folks claim that eating lots of meat, eggs, cheese, and 
other fatty foods will control weight and all the diseases associ¬ 
ated with excess weight. At the other end are the proponents of 
an extremely low-fat, primarily vegetarian diet who forbid even 
fish and lean poultry. Then there are the niche diets that are all 
over the map. Juicing, raw foods, eating for your blood tvpe, get 
ting into the zone, shunning carbohydrates—vou name it and 
there’s a book out there extolling its merits. 

If you’re like the patients who come to the Whitaker Wellness 
Institute seeking help in getting well and reversing or prevent¬ 
ing disease, you’re not looking tor the next fad diet but a program 
you can live with for the rest of your life. You want something 
that is healthful yet doesn’t require keeping copious records. 
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making complex mathematical calculations, or measuring out 
portions before eating. In these next two chapters 1 am going to 
lay the groundwork for the Whitaker Wellness Institute diet for 
reversing heart disease. (1 have devoted a special section of this 
book. Part IV, to the more practical aspects of the diet: tips for 
shopping and cooking, meal plans, and recipes.) 1 will explain 
the underlying rationale for the diet and show you solid research 
published in the most prestigious medical journals that supports 
its benefits. This will take some time and space, but it has been 
my experience that if you truly understand the particulars of 
every aspect of this treatment program for heart disease, you will 
be much more likely to stick with it, and the improvements in 
vour health will be all the more striking. 


WHAT ARE HUMANS DESIGNED TO EAT? 

Let’s start by comparing the human digestive system to that of 
other animals. Mammals can be separated into three different 
classes based upon their natural diets: meat eaters (carnivores 
such as lions, tigers, dogs, and cats), leaf and grass eaters (herbi¬ 
vores such as horses, cows, antelopes, and other large herding 
mammals), and fruit and vegetable eaters (monkeys, apes, and 
chimpanzees). 

The digestive tract of each of these groups is uniquely suited to 
its diet. For example, the mouth of a carnivore is a keen tool for 
hunting and defense. It has sharp, pointed canine fangs ideal for 
piercing hide and tearing chunks of flesh from a carcass. The 
meat eater has no molars or grinding teeth to chew food, for it 
swallows chunks of meat whole. It produces only insignificant 
amounts of digestive enzymes in the saliva, as these enzymes are 
involved in the breakdown of carbohydrates, which carnivores 
just don’t eat. 

In contrast, fruit and vegetable eaters have no sharp fangs, as 
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they do not use their mouths for hunting. This is true of humans 
as well—our first recourse in defense or aggression is to use our 
hands, not our mouths. Again, like the fmit-and-vegetable- 
eating animals, human have well-developed molars in the back 
of the mouth, which are needed to gnnd vegetables and fruits 
and mix them with the enzymes present in saliva that begin the 
digestion of carbohydrates. 

Strong acid is necessary for the rapid digestion of animal flesh, 
and the stomach of meat eaters complies, producing twenty times 
the hydrochloric acid of the human stomach, for fruit and veg¬ 
etable digestion requires much less hydrochlonc acid. Further¬ 
more, because meat spoils rapidly, producing toxic substances in 
the gut, meat eaters’ intestinal tracts are very short, only three 
times the length of the body. This short gut is designed to rapidly 
digest meat and quickly eliminate the decaying toxic waste prod¬ 
ucts. Plant foods, on the other hand, do not putrefy quicklv. Con¬ 
sider how nicely fruits and vegetables keep tor davs without 
refrigeration, then imagine eating ground beef that has been fit¬ 
ting on your windowsill for four or five days. The intestinal tract 
of the fruit and vegetable eater is twelve times the length or the 
body to allow for the slow trip necessary* tor complete digestion 
of high-fiber plant foods. 

When man’s physical characteristics are compared to those or 
other animals, it is obvious that the human body is designed to 
eat plant foods. 


MAN, THE MIGHTY HUNTER? 

Contrary to popular belief, early man was not a mighty hunter. 
He could be described as an “opportunistic omnivore," eating 
primarily wild fruits, vegetables, roots, nuts, and seeds, and what¬ 
ever small or easily hunted animals he encountered while forag¬ 
ing for food. Weapons needed tor killing prey evolved late in 
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human history, and without them man was in no position to play 
a predatory role. Humans are among the slowest mammals on 
earth, outrun by almost every other species except the three-toed 
sloth of South America. Indeed, even if man did catch and kill 
something, he would be quickly run off by stronger, more aggres¬ 
sive carnivores. A human without a weapon is no match for a 
25-pound dog, much less a hungry leopard, cheetah, or wolf. 

What’s more, humans lack the instinctual drive to acquire 
large amounts of meat. If meat were natural to the human diet, 
we would stalk animals in the field, catch them with our hands, 
bite them to death, and feast on their warm, bleeding carcasses. 
Instead, we have someone else do the killing, and we boil, bake, 
or fry the meat and disguise it with all kinds of sauces and spices 
so that it bears little resemblance to the flesh of an animal. Most 
people would be sickened if they had to stalk and kill their meat 
themselves. If you don’t believe me, visit a slaughterhouse or 
meat-processing plant. If everyone did this a couple of times a 
year, I believe that meat consumption would be sharply curtailed. 
For many, one visit would be enough to swear off meat altogether. 

If we would resist our cultural conditioning and eat the foods 
that our bodies are designed to eat, we would be so much the bet¬ 
ter for it. Vaughn Bryant, associate professor of anthropology at 
Texas A & M University, researched the diet of Paleolithic man 
and determined that it was likely primarily vegetarian (with an 
occasional grasshopper), very low in fat, and high in carbohy¬ 
drates and fiber. At the age of thirty—and 30 pounds over¬ 
weight—Professor Bryant went on a modified caveman diet by 
eliminating meat, eggs, butter, oil, and simple sugars. Instead, he 
ate whole-grain bread, fruit, vegetables, rice, and a little fish. 
Within months he lost the 30 extra pounds and noted a marked 
increase in his energy and well-being. 

Rarely does a civilized person voluntarily return to the primi¬ 
tive state, but it occasionally happens by accident. You may re¬ 
member the story of the lone Japanese soldier who was marooned 
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on an out-of-the-way island in the South Pacific and maintained 
a vigilant state of preparedness for thirty years after the end of 
World War II. He was forced to forage for his food, living on 
whatever edible leaves, roots, fruits, and vegetables he could 
gather. When he was found and returned to civilization, doctors 
were amazed at his robust health. Although he was close to sixtv, 
he looked and tested out on all manner of medical examinations 
at not a day over forty. 


CULTURAL FOOD PREFERENCES 

If our bodies are meant to be fueled with fruits and vegetables, 
why are we drawn to ice cream and hamburgers? Food prefer¬ 
ences are an interesting phenomenon. Animal behavior, unless it 
has been modified by man, is largely instinctive and universal. 
Most species of animals in the wild eat the same kinds of food re¬ 
gardless of where they live. Human beings, on the other hand, 
have developed myriad cultures with customs and tood prefer¬ 
ences that differ markedly from one place to another. Though 
they may seem natural, these preferences are the result of cultural 
conditioning. 

Like other cultural characteristics, dietary preferences follow 
distinctive patterns from country to country. Tastes are acquired 
in childhood and reinforced by habit. While Amencans are re¬ 
volted at the thought of fried insects, they are a delicacv in some 
cultures. Such ingrained food preferences do not arise because 
they are natural or healthful. They are simply habits that are later 
rationalized with scientific-sounding explanations. 

Take for example the four basic food groups of the Amencan 
diet: milk, meat, fruits and vegetables, breads and cereals. Most 
of us learned about this concept of nutrition as children. We grew 
up feeling that this “balanced diet," in which milk and meat were 
the undisnuted stars, was passed down with the Ten Command- 
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merits, etched in stone. Yet the four food groups came into being 
only in 1956. The milk and meat industries volunteered to edu¬ 
cate the public through the school system, and their biased brain¬ 
washing has been so effective that millions of Americans remain 
convinced to this day that milk is nature’s perfect food. The four 
food groups have been replaced with the newer food pyramid, 
and our children and grandchildren are growing up with a simi¬ 
larly erroneous belief that the starchy foods such as breads and re¬ 
fined grains that form the base of the pyramid are the epitome of 
health. 


DIETARY VARIATIONS AFFECT HEALTH 

[f you had to select one quintessential American food, it would 
ikely be the hamburger. For Italians, you’d probably choose 
?asta. Chinese and rice, French and wine, Japanese and fish: Dis- 
:mct tood preferences are associated with various cultures. And 
:hese dietary differences are accompanied by marked variations 
n rates of heart disease and other diseases. The nations in North 
•\merica and Europe that eat the typical Western diet, with lots 
:>f meat, dairy, eggs, white flour, and sugar, have the highest rates 
)f heart disease in the world (for reasons we will discuss in the 
aext chapter). The traditional cuisine of Japan, China, and other 
\sian countries includes lots of rice, vegetables, and fish, and 
imong these people heart disease is rare. Disease rates among the 
Vlediterranean populations, whose diet is comprised of some 
neat but lots of vegetables, fruits, grains, and olive oil, are almost 
is low as Asians’. 

The best example of how these cultural food preferences affect 
wealth is the experience of Japanese immigrants. Native Japanese 
aave one of the longest life expectancies and lowest rate of car¬ 
diovascular disease, cancer, and other maladies on earth. When 
:hey move to the United States and switch from their low-fat, 
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high'fiber, largely vegetarian diet and begin eating more meat, 
processed foods, and other fare typical of the Western diet, their 
cholesterol levels and other markers of heart disease begin to nse. 
They are more likely to suffer with cardiovascular disease and 
similar Western ills than their relatives in Japan, and their chib 
dren and grandchildren, who grow up eating the diet of their 
adopted country, have exactly the same risk of disease as anv 
other American. 


EVOLUTION OF THE DIET FOR 
REVERSING HEART DISEASE 

The dietary recommendations that I give to my patients with 
heart disease—indeed, to all my patients—are not based on pnn- 
ciples I learned as a medical student. Medical school included 
very little instruction in nutrition. Only a few hours during our 
entire four years were devoted to diet, and all we got was a su¬ 
perficial description of the general properties of fat, protein, and 
carbohydrates. The health implications of diet were never dis¬ 
cussed. I came out of medical school in the 1970s knowing little 
more about nutrition than what I had learned in grade school 
about the four food groups. 

After graduation, as I started exploring new avenues of medi¬ 
cine, I was amazed at the amount of nutritional research that had 
been done. Hundreds of studies, some ot it decades old, revealed 
the therapeutic effects ot various dietary components. hv had 
we medical students never been told about this research. 1 1 spent 
most of my free time over the next tew years in the medical li¬ 
brary, rediscovering forgotten studies that in niv opinion should 
have been part of the medical school curriculum. As 1 explained 
in the introduction to this book, it was during this period that l 
decided to take the road less traveled in medicine and help pa- 
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tients overcome serious diseases with diet and other powerful, 
natural therapeutic tools. 

When I opened the Whitaker Wellness Institute in 1979, the 
diet we offered was what was known at the time as the Pritikin diet. 
Before opening the institute I had worked for a time with the de¬ 
veloper of this diet, Nathan Pritikin, and saw firsthand how it re¬ 
lieved angina, lowered blood pressure, improved cholesterol and 
blood sugar levels, and promoted weight loss. The Pritikin diet was 
very low in fat, no more than 10 percent of total calories, and with 
the exception of egg whites and a little fat-free milk and yogurt, no 
animal products were allowed. It was based on whole, natural foods 
with avoidance of the fried, processed, salty, sugary things that 
make up such a large part of the American diet. 

My patients did well on this diet. However, as the years went 
by and new research came out, I began to realize that the Pritikin 
diet needed some adjustments. The importance of the essential 
tatty acids, which we will discuss in the next chapter, was dem- 
anstrated, and I realized that I needed to put some of these 
important fats back in the diet. Important new findings on car¬ 
bohydrates were also emerging. It became evident to me that all 
:arbohydrates are not created equal, and I began restricting in¬ 
rake of starchy carbohydrates such as bread and potatoes. 

I am very happy with the Whitaker Wellness Institute diet in its 
^resent incarnation. I have retained the best of the original diet— 
it still emphasizes vegetables, fruits, legumes, and whole grains—but 
made it more healthful, palatable, and easier to follow by adding 
moderate amounts of fish, lean poultry, eggs, and olive oil and 
laxseed oil. There is a lot of variety, enough to satisfy all but the 
most die-hard meat-and-potatoes eaters. And recognizing the 
x>wer of the sweet tooth, it even includes healthy desserts. 

Of course, there is no one diet that is perfect in every way for 
everyone. You may have a food allergy, for example, that pro- 
mbits you from eating some of the recommended foods. You may 
dislike eggplant with a passion, or you may live in a small town 
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where fresh asparagus is hard to come by. It’s okay. I encourage 
you to make modifications to suit your lifestyle and personal pref- 
erences. But I promise you that if you follow the general guide¬ 
lines of this diet, you will feel better for it. 


FOOD IS POWERFUL MEDICINE 

Unlike drugs that squelch one symptom or another, the right 
kinds of food provide your body with the nutrients it needs to 
heal itself. By eating the life-sustaining foods that comprise mv 
diet for reversing heart disease, you will see improvements in all 
of the risk factors for heart disease we discussed in Pan I. 

• Blood pressure normalizes when you eat more potassium- 
rich fruits and vegetables and less sodium. 

• Extra pounds are shed as you cut out high-ealone junk tood. 
saturated fat, and excess sugar. 

• Insulin resistance and diabetes recede as you concentrate on 
the proper types of carbohydrates and avoid foods that dnve 
up blood sugar. 

• Free radical damage to the anenes and LDL cholesterol is 
inhibited by antioxidants in fruits and vegetables. 

• Homocysteine levels are kept in check bv the B-complex 
vitamins in grains and lean animal protein. 

• Inflammatory compounds decrease and blood flow is en¬ 
hanced when you eat the healthful fats in fish and flaxseed. 

• Cholesterol and triglyceride levels are lowered bv eating ad¬ 
equate fiber and cutting back on saturated fat and vers 
starchy carbohydrates. 

The beauty of this diet is that because it supports the hodv s in¬ 
nate ability to heal itself, you will see improvements in other as¬ 
pects of your health as well. While some physicians support the 
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American Heart Association diet for patients with heart disease, 
the American Diabetes Association diet for diabetics, and other 
targeted diets, we at the Whitaker Wellness Institute believe that 
there are underlying factors common to all diseases. Free-radical 
damage isn’t involved only in atherosclerosis; it is implicated in 
cancer, arthritis, diabetes, and even aging. Elevated homocys- 
teine, in addition to damaging your arteries, also harms your 
brain and weakens your bones. High blood pressure doesn’t pre- 
sent a risk only for heart disease but also for stroke and memory 
loss. A diet that addresses the basic mechanisms of disease doesn’t 
just work on one problem—it engenders total health. 

I’d like to close this chapter with a letter I recently received 
from Franceen. It is a powerful testimony to the multiple bene¬ 
fits of this program for reversing heart disease. 

When I first came to the Whitaker Wellness Institute I was not 
well. I had high blood pressure, triglycerides , cholesterol, and blood 
sugar , not to mention I was overweight. My emotional health was 
very poor as well. My hormones were off balance and I was feeling 
very discouraged. 

My doctor set me up on a wonderful life-changing program of 
herbs and vitamins as well as a diet to help me control my medical 
problems, change my eating habits , and lose weight. Everyone at 
the institute—from the doctors to the nurses to the nutritionist — 
gave me instructions, assistance, and encouragement throughout , 
and I left with a clear plan for regaining my health. 

Now, six months later, I have the physical and emotional control 
I was searching for. My blood pressure, triglycerides, cholesterol, 
and blood sugar levels are all normal. My hormones are balanced, 
and my eating habits are finally under control. I have a new 
lifestylel I have lost 18 pounds and I am still bsing. I went from a 
dress size 16 to a size 10. I exercise daily and have never felt bet¬ 
ter. Thanks to all! 



CHAPTER 12 


The Diet for Reversing Heart Disease 


We have a lot to cover in this chapter. We will explore 

in detail the three primary dietary components—tat, protein, and 
carbohydrate—and how they affect the health of the heart and 
arteries. We will also touch on other items in the diet such as coffee 
and alcohol, and I’ll provide you with a list of the “all-star” foods 
for patients with heart disease. Lets begin with fat. 


A HIGH-FAT DIET PROMOTES HEART DISEASE 

A diet high in certain types of tats is detrimental to the cardio¬ 
vascular system for several reasons. First and foremost, it deprives 
the cells of oxygen. Oxygen is transported through the blood¬ 
stream on a special protein called hemoglobin that makes up the 
bulk of our red blood cells (erythrocytes). Once it reaches the 
smallest blood vessels in the body* the capillaries and capiliarv 
beds, it diffuses through these tiny, thin-w-alled vessels and is 
transferred to the adjacent cells. The oxygen-depleted blood 
then picks up a load of carbon dioxide and begins its loumev 
back to the heart and lungs, where it gets rid ot the carbon diox¬ 
ide and picks up more oxygen. 

Capillaries are minuscule, some of them a mere five microns 
in diameter (a micron is one ten-thousandth of a centimeterV 
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Red blood cells are about seven microns across. Therefore, in 
order to pass through the smaller capillaries, they must line up 
single file—and scrunch up a bit at that. This might seem like 
poor planning, but as with most things in our magnificently en¬ 
gineered bodies, it serves a purpose. Red blood cells are shaped 
like shallow soup bowls, a configuration that gives them a third 
more surface area than a spherical cell of similar size so they can 
cam more oxygen. Their flexibility allows them to bend and 
contort to pass through small capillaries, and the weak electro¬ 
magnetic charge they carry slightly repels each cell from its 
neighbors so they don’t clump together but flow smoothly, one 
after the other. The large surface area of the red blood cells cou¬ 
pled with the snug fit allows them to cozy right up to the cells on 
the other side of the capillaries to facilitate oxygen exchange. 

Unfortunately, a fatty meal throws a wrench into the works. 

Excess Fat Deprives the Heart and Arteries of Oxygen 

You know how fat feels to the touch—greasy and sticky. This 
is essentially the state fat is in when it enters the bloodstream 
after a meal. It is emulsified by bile acids and broken down by en¬ 
zymes in the intestine into tiny units of fat called triglycerides. 
Triglycerides, as you may recall from Chapter 3, are carried by 
chylomicrons, a type of lipoprotein formed in the intestines, after 
you eat. They are first absorbed by the lymphatic system, which 
dumps the fatty triglycerides into the bloodstream. Following a 
high-fat meal, you will have an excessive amount of triglycerides 
in your blood. Triglyceride levels may also remain elevated, even 
w r hen you are fasting. This occurs when the liver produces ex¬ 
cesses of triglyceride-carrying VLDL, prompted by insulin resis¬ 
tance or other factors common in people with heart disease. 

However it gets there, too much fat in the bloodstream gums up 
circulation. It coats the red blood cells and causes them to stick to¬ 
gether like a roll of gummy poker chips. (This is called rouleaux for¬ 
mation, after the French word for roll. It is also referred to as red 
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Hood cell aggregation.) When triglyceride levels are high, you end 
up with masses of sticky red blood cells that simply can’t get 
thaxigh the capillaries. This causes a serious reduction in the oxy- 
gen supply to the tissues—including the heart. 

In the cardiovascular research laboratories at Wayne State 
University College of Medicine, Timothy Regan, M.D., studied 
the way a single high-fat meal impeded the supply of oxygen to 
the heart tissue. He fed healthy volunteers a fat-laden meal and 
then measured their oxygen uptake. At peak levels of fat in the 
blood, the oxygen uptake by the heart was reduced by one-fifth. 
Once the blood was cleared of excess fat, oxygen uptake by the 
heart tissues returned to normal. 1 

For patients with heart disease, a high-fat meal can bring on 
angina, suffocating pain that occurs when the heart isn’t getting 
enough oxygen. Several years ago, Peter T. Kuo, M.D., from the 
University of Pennsylvania published a study showing that com¬ 
monly eaten high-fat foods could, by themselves, bring on 
angina. He gathered 14 patients who suffered from angina at¬ 
tacks during exercise for a simple but very illuminating experi¬ 
ment. Dr. Kuo measured the triglyceride levels in their blood, 
gave each of them a glass of cream to drink, then measured their 
triglycerides again. Of course, they rose dramatically. Not only 
that, six of the 14 patients had chest pains identical to those they 
experienced while climbing stairs or with other kinds of exercise. 
Of these six patients, four had changes on EKG indicating that 
their hearts weren’t getting enough oxygen. 2 

In addition to restricting blood flow, excess fat in the blood 
also harms the arteries. It unleashes free radical damage on the 
endothelial cells that line the blood vessel walls and decreases 
the availability of nitric oxide, which relaxes and protects the ar¬ 
teries. 3 In addition, it deprives the endothelium of oxygen. Be¬ 
cause the endothelium has no blood supply of its own, it is 
dependent upon diffusion of oxygen from red blood cells travel¬ 
ing through the arteries. When excessive fat in the blood causes 



IW / Reversing Heart Disease 


Coffee, lea, and Heart Disease 

Americans drink more than 100 billion cups of coffee every 
year, yet many drink it with some trepidation. There have been 

so many conflicting reports about the pros and cons of this pop¬ 
ular beverage that you may not be sure if you should feel good 
or guilty about your caffeine habit Coffee does have proven 
benefits. It gives you a boost of energy, improves exercise en¬ 
durance, quickens reaction time, and promotes alertness. A cup 
of strong coffee can stop a migraine headache and relieve 
symptoms of asthma. Coffee consunption decreases the risk of 
gallstones, Parkinson's disease, and colon cancer, loo much 
coffee, on the other hand, can cause headaches, tremors, and 
indigestion. Excessive intake is linked with osteoporosis, 
rheumatoid arthritis, urinary incontinence, and infertility. 

Scores of studies have looked at coffee's effects on the canfio- 
vasadar system. Excessive intake of caffeine from any source stim¬ 
ulates the central nervous system and can ^reed ig> the heartbeat 
and cause heart palpitations Acnxdtog to a 1999 review of 
eleven controfled cttnkal trials coffee can also elevate blood pres¬ 
sure-five cups a day was associated with an average 141 2 mm 
Hg increase. 4 However, more pronouiced elevations in blood 
pressiae tend to occur only in people who are not habitual coffee 
drinkers’ Although coffee has been Bnked to e l e v a t e d cholesterol 
in a number of studies it turns out that only coffee that has been 
prepared by boiling or steaming has this effect The chotesterol- 
raising ofls are removed if you brew coffee through a paper fiRer, 
which is the way most Americans prepare their coffee. 

One definite downside of coffee is that it can raise homocys¬ 
teine levels As I explained in Chapter 3, this taxk by-product of 
protein metabolism damages the fining of the arteries encour¬ 
ages the formation of blood dots and sets the stage tor ather¬ 
osclerosis If you have heart disease, this is one very vatid 
reason to go easy on coffee, and M your homocysteine lerei is 
high, avoid It altogether 
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What about tea? According to Chinese legend, tea is a gift 
from God, and its health benefits support this belief. Tea con¬ 
tains scores of compounds that help the heart, such as cate 
chins, tannins, and flavonoids. Several studies have shown that 
people who drink tea regularly have a lower risk of heart at¬ 
tack. 6 Heart specialist Michael Gaziano, M.D., and colleagues 
tracked the coffee and tea-drinking habits of 680 men and 
women in Boston, half of whom had previously suffered a heart 
attack. After one year, they found that those who drank one or 
more cups of tea a day slashed their risk of heart attack by 44 
percent, compared to those who did not drink tea. Regular and 
decaffeinated coffee had no effect on heart attack risk. 7 

Green tea and the lesser-known white tea are the Cadillacs of 
teas because they contains more antioxidants and catectiins than 
the more popular black tea. However, green, white, and blade tea 
all have proven benefits for heart health. My secretary makes a 
big thermos of green tea sweetened with stevia, a calorie-free 
herbal sweetener, every morning, and I sip it throughout the day. 
if you are a big coffee drinker, try substituting this healthier bev¬ 
erage. If you have osteoporosis, hypertension, or an elevated ho¬ 
mocysteine level, or if you are prone to anxiety and depression 
(more on this in Chapter 16), pregnant or breastfeeding, or taking 
medications such as beta-blockers or theophylline (an asthma 
drug), you should probably avoid coffee, tea, and other sources of 
caffeine such as colas and sodas. Regardless of your state of 
health, limit coffee intake to one or two cups per day. 


the red blood cells to stick together, oxygen diffusion is inhibited, 
and the endothelium cannot function normally. 

Fat'induced endothelial damage and dysfunction have been 
demonstrated in a number of studies. In one, researchers from the 
University of Maryland measured changes in the ability of the 
endothelium to signal the arteries to dilate or constrict, a key 
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process in maintaining blood pressure. Before study subjects ate a 
900-calorie meal containing 50 grams of fat (about the amount 
found in a Big Mac and an order of fries), their artenes were able 
to dilate or widen by 21 percent. Afterward, however, as levels of 
triglycerides rose, their arteries were much less responsive, dilat¬ 
ing only 10 to 11 percent/ Other studies have demonstrated that 
a single high-fat meal suppresses endothelial function in the 
coronary arteries for hours! 

It should be obvious to you by now that excessive intake of di¬ 
etary fat bodes very poorly for your health. It contributes to en¬ 
dothelial damage, and it reduces the oxygen-cam mg capacitv of 
the red blood cells, depriving the heart of oxvgen and, m some 
cases, causing angina. Our high-fat diet plavs a role in mam 
other serious disorders, including obesiry, diabetes, high blood 
pressure, and some types of cancer. Eating less tat will reduce vour 
risk not only of heart disease but of these other degenerative con¬ 
ditions as well. 


HOTS IN THE DIET 

You obviously need some fat in your diet. Fat cushions vour or¬ 
gans and serves as a backup energy source. It is required for the 
absorption of fat-soluble nutrients, it sen es as an essential com¬ 
ponent of cellular membranes, and it is the precursor of chemical 
messengers called prostaglandins. (More on this in Chapter 1*0 
How much fat should you eat*-My dieran guidelines are not .is 
restrictive as you might expect. As 1 explained in rhe previous 
chapter, I used to belong to the extremely low-fat school, recom¬ 
mending that patients eat no more than 10 percent ot their total 
calories as fat. Patients who followed this diet did well in manv 
aspects—cholesterol levels and blood pressure went dowrn, and 
angina and exercise tolerance improved, ^et tew patients were 
able to adhere to such a strict diet tor prolonjjed periods. The 



The Diet for Reversing Heart Disease / 171 


food they were permitted didn’t taste as good as the food they 
were used to—fat is a powerful flavor enhancer and brings out 
the natural flavors in food. These patients also reported that they 
found themselves eating more, which isn’t surprising, since fat 
prolongs feelings of fullness. It is well documented that people on 
an extremely low-fat diet eat more of the foods they perceive to 
be healthier, such as fat-free, high-carbohydrate snack foods, 
which are in reality a dietary disaster. 

The fat intake I recommend my patients aim for is about 20 
percent of total calories. Much more important than the precise 
percentages however is the quality of the fat you eat. Not all fats 
are bad—some are absolutely essential for health. Others, how¬ 
ever, you should avoid like the plague. 

Bad Fats: Saturated Fats 

Saturated fats are the dominant fats in meat, eggs, and dairy 
products, as well as tropical oils such as palm and coconut. These 
fats are solid at room temperature because, as their name implies, 
their molecular structure is “saturated,” or loaded, with hydro¬ 
gen. This makes them very stable, so they are not prone to oxi¬ 
dation or rancidity. Unfortunately, that’s about the only good 
thing you can say about saturated fats. 

Saturated fat is a primary dietary contributor to heart disease. It 
causes the red blood cells to stick together, impairing circulation, 
decreasing oxygen delivery, and increasing your risk of heart attack. 
These fats may be stored in adipose, or fat, cells and deposited 
within your organs, contributing to obesity, heart disease, and other 
degenerative conditions. Saturated fat also raises cholesterol levels. 
For many years it was assumed that dietary cholesterol was respon¬ 
sible for the high cholesterol levels in the American population, 
and that cutting back on or eliminating cholesterol-laden foods was 
an effective therapy for lowering cholesterol. Numerous studies dat¬ 
ing as far back as the late 1950s demonstrated that when people ate 
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a lot of high-cholesterol meat, eggs, and dairy foods, their blood 
cholesterol rose dramatically. 

We now know that while a diet loaded with these foods does 
indeed raise cholesterol levels, it is not the cholesterol per se that 
causes this elevation. In 1997 researchers from the University of 
Arizona in Tucson analyzed data from 224 studies involving more 
than 8,000 people. They found that lowering dietary cholesterol 
to 100 milligrams a day (the amount found in half an egg) re¬ 
duced blood cholesterol levels only by 2.2 mg/dl. A far more ef¬ 
ficient way of lowering blood cholesterol, researchers found, was 
to cut back on saturated fat. In fact, they discovered that each 1 
percent reduction in saturated fat intake resulted in a 1 percent 
fall in the blood cholesterol level. 9 

Its not that the earlier researchers were wrong about which 
foods raised cholesterol—they were just focusing on the wrong 
component of these foods. When J.M.R. Bevendge, M.D., of 
Queens University in Kingston, Ontario, fed 93 college students 
a fat-free, cholesterol-free diet back in 1960 and saw their aver¬ 
age blood cholesterol level plummet from 201 to 146 m only 
eight days, he very logically concluded was that this was caused 
by the absence of dietary cholesterol. IC Hundreds of researchers 
after him came to the same conclusion. 

It is small wonder that research all those years took us down the 
wrong path. After all, most foods that contain saturated tat, such as 
meat, eggs, and high-fat dairy products, also contain cholesterol. 
(There is no cholesterol in plants.) Today we know that one of the 
most important things you can do to keep your cholesterol level in 
check and reduce your risk of heart disease is to avoid saturated tat. 
1m not suggesting that you become vegetarian—fish and skinless 
poultry are fine, and occasional indulgences are part of life. But 1 do 
recommend that you dramatically cut back on red meat. .And it vou 
consume dairy products, choose only fat-tree varieties. 

What about another legendary dietarv villain: the egg. 1 Ac¬ 
cording to a 1999 study, eggs are not as bad as they ve teen 
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cracked up to be. Researchers analyzed data from two long-term 
and ongoing studies involving 117,933 men and women who 
were initially free of cardiovascular disease, high cholesterol, di¬ 
abetes, and cancer. They followed these people for a number of 
years, tracked the incidence of heart disease and stroke, and cor¬ 
related it with egg consumption. Much to their surprise, they 
found no significant association between the two for the major¬ 
ity of people. The one exception was an increased risk of heart 
disease in diabetics who ate lots of eggs. For everyone else, eating 
up to seven eggs a week had virtually no impact on their risk of 
heart attack. 11 Eggs are a good source of protein, brain-nurturing 
choline, and eye-enriching carotenoids. Unless you are diabetic, 
feel free to eat up to seven eggs a week. If you want more eggs, 
stick with egg whites, which are pure protein. 

Worse Fats: Hydrogenated Fats and Trans Fatty Acids 

If saturated fats are the bad boys of dietary fats, then hydro¬ 
genated fats and trans fatty acids are the hardened criminals. Hy¬ 
drogenated fats have been around since the early 1900s, when 
Procter & Gamble took liquid cottonseed oil, subjected it to a 
process called hydrogenation, and came up with Crisco. Hydro¬ 
genation, which involves high temperatures and harsh chemi¬ 
cals, alters the chemical structure of polyunsaturated oils like 
com, sunflower, or soy oil by forcing hydrogen atoms onto their 
molecules. This makes them more like saturated fats: stable, un¬ 
likely to go rancid, and solid at room temperature. This is great 
for food manufacturers, but really, really bad for you. 

The molecules that are created during hydrogenation, called 
trans fatty acids, are like nothing Mother Nature has ever seen. 
These altered fats raise the risk of heart disease even more signif¬ 
icantly than saturated fats, for in addition to elevating total cho¬ 
lesterol, they also lower protective HDL cholesterol. Trans fats 
have been implicated in cancer, diabetes, immune dysfunction, 
and infertility. Harvard School of Public Health researchers Wal- 
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ter Willett, M.D., and Alberto Ascheno, M.D., estimate that 
30,000 premature deaths every year are attributable to our con¬ 
sumption of trans fats. 12 

Whenever you see the words hydrogenated or partially hydro- 
genated on a label, steer clear. Trans fatty acids are abundant in 
solid vegetable shortening and most margarines, and since these 
are the fats used in most commercially baked goods, you’ll find 
them in pastries, cookies, and cakes as well. The biggest source of 
trans fatty acids in our diet is fast food. Most fast-food restaurants 
boast that they use “cholesterol-free” oils. What this really means 
is partially hydrogenated vegetable oils. Those big vats of hot oil 
used to fry French fries and chicken contain a witches’ brew of 
trans fatty acids, toxic free radicals, and other harmful com¬ 
pounds. Stay away from them. 13 

Qood Fats: M onounsaturated Fats 

The chemical structure of monounsaturated fatty acids differs 
only slightly from that of saturated fatty acids. Thev contain one 
“double bond” (mono means “one”) in place of two hydrogen 
atoms, which leaves a gap in their structure. This gap is like a joint, 
enabling the monounsaturated fat to flex a bit more easily, and it 
increases its chemical reactivity. Because monounsaturated tarn 
acids have only one double bond, they are still relatively stable and 
resistant to oxidation and rancidity. This makes them a good choice 
for cooking and a healthful addition to your diet. 

The shining star ot the monounsaturated oik is olive oil, 
which contains 74 percent monounsaturated fattv acids, along 
with hundreds of other beneficial compounds. It is a nch source 
of vitamin E as well as other powerful antioxidants such as terulic 
acid and caffeic acid that shield LDL cholesterol from oxkiation. 
It also contains polyphenok, which have been demonstrated to 
enhance production of artery-protective nitric oxide, and squa- 
lene, a unique compound with multiple health benefits, includ¬ 
ing lowering cholesterol. 



The Diet for Reversing Heart Disease / 175 


Unlike saturated fat, olive oil helps keep the blood fluid and 
prevents platelets from sticking together. It can also lower blood 
pressure. In a 2000 Italian study, patients treated with medica¬ 
tions for moderately high blood pressure were assigned to diets 
containing either sunflower oil or olive oil. After six months, 
they were switched over to the other oil for another six months. 
During the time that each group was eating olive oil, their blood 
pressure fell so much that they were able to lower their antihy- 
pertensive drugs an average of 48 percent. 14 All told, olive oil is 
very potent protection against heart disease. 

Olive oil is a mainstay of the Mediterranean diet, which con¬ 
sists of whole grains, pasta, legumes, vegetables, fruits, fish, and 
limited amounts of meat and dairy. The Mediterranean popula¬ 
tions enjoy one of the lowest rates of heart disease in the world. 
For people who have already suffered a heart attack, eating a 
Mediterranean diet with ample amounts of olive oil offers simi¬ 
lar protection. The Lyon Diet Heart Study found that individu¬ 
als who followed such a diet for four years after their initial heart 
attacks fared better than a similar group of patients who were on 
a relatively low-fat Western diet. In the Mediterranean diet 
group there were fewer fatal and nonfatal heart attacks and 
episodes of angina, and lower levels of cholesterol and triglyc¬ 
erides. ‘ 3 

Although canola oil is another primarily monounsaturated oil 
(it is 59 percent monounsaturated), I cannot recommend it as 
enthusiastically because of the way it is processed. Olives are soft 
and their oil is extracted through an organic, cold-pressing 
process that has been used for thousands of years. Canola, on the 
3ther hand, requires extensive processing in order to extract its 
3il and remove its strong flavor. (The canola plant is a relative of 
nustard.) Any time you expose oils to high temperatures and 
:hemical solvents and bleaches, you alter their healthful proper- 
:ies and create some pretty scary, unnatural compounds. For this 
eason, I suggest that olive oil be your cooking oil of choice. 
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Heard It Through the Grapevine 

Another Important and healthful component of the Mediter¬ 
ranean diet is wine. That alcohol lowers the risk of heart dis¬ 
ease Is hardly news. The 'French paradox,' which postulated 
that the high alcohol consumption by the French may be re¬ 
sponsible for their low risk of heart disease, was first proposed 
In 1987. Since then, hundreds of studies have confirmed the 
protective effects of alcohol on the cardiovascular system. 

What is new Is our understanding of this phenomenon. It is 
now dear that the protective benefits of alcohol are not derived 
from the proanthocyanldlns in red grapes or the B vitamins in 
beer, but from ethanol, the 'alcohol' in alcohol. In addition to 
raising protective HDL cholesterol levels, ethanol inhibits the 
formation of blood dots that may lead to a heart attack. It does 
this by increasing the breakdown of fibrin, the protein de¬ 
scribed In Chapter 3 that entangles platelets to make dots, and 
by lowering levels of plasminogen activator inhibitor-1. which 
retards the breakup of blood dots. 

Ethanol has also recently been discovered to improve insulin 
sensitivity, which Is a concern for the millions of people in this 
country who suffer with both heart disease and insulin resis¬ 
tance. (For more on this, see Chapter 4.) Furthermore, it slows 
down the production of advanced glycation end products 
(AGEs), which are formed when sugars bind to proteins, alter 
their structure and function, and accelerate atherosclerosis by 
damaging arterial walls. AGEs are particularly problematic for 
diabetics and are partially responsible for the atherosclerosis 
that plagues so many of these patients. 

When It comes to alcohol, like most things In life, moderation 
Is key. Approximately 10 percent of the population is 
afflicted with alcoholism. For them, no amount of alcohol Is 
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healthful. However, If you partake of an occasional alcoholic 
beverage, enjoy It with the knowledge that It Is helping your 
cardiovascular health. Women should not exceed one or two 
drinks a day, and men two or three. A votre santi! 


Best Fats: Essential Fatty Acids 

Essential fatty acids (EFAs) are polyunsaturated fats that can¬ 
not be produced by the body and must be obtained from the diet 
or from supplemental sources. As their name suggests (poly 
means “many”), polyunsaturated fats contain multiple double 
bonds, which makes them the most chemically active of all the 
fats. This is a mixed blessing. On the one hand, their unique 
chemical structure enables them to flex and bend and perform 
functions in the body that no other fats are able to do. On the 
other hand, their relative instability compared to other fats 
means that they are the most readily subject to oxidative damage. 

There are wo types of EFAs: omega-3 and omega-6 (so-named 
because of the location of their first double bond). While both of 
these fatty acids are crucial for optimal health, the omega-3s are 
particularly important for cardiovascular health—so important 
that I suggest you not only make sure they are part of your diet 
but also take them in supplement form. Two members of the 
omega-3 family, eicosapentaenoic acid (EPA) and docosa- 
hexaenoic acid (DHA), protect the cardiovascular system in nu¬ 
merous ways. They improve circulation and lower levels of 
inflammatory compounds and clotting factors in the blood. They 
enhance endothelial function, relax the arteries, and help pre¬ 
vent dangerous rhythm disturbances. Believe it or not, these fats 
even lower blood fat levels, particularly triglycerides, and, to a 
lesser degree, cholesterol. 1 have had patients with exceptionally 
high triglycerides—in the 2,000 to 3,000 range (normal is less 
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than 150)—watch their blood fats plummet by hundreds of 
points while taking high doses of omega-3s. 

Most Americans get plenty of omega-6s in their diet, for thev 
are found in grains, vegetables, nuts, seeds, and most of the 
polyunsaturated oils we consume. However, because the richest 
sources of the omega-3s are fatty cold-water fish and flaxseed, de¬ 
ficiencies of these fats are very common. In the MRFIT srudv. a 
large study that examined risk factors for heart disease, 60 per¬ 
cent of the 6,000 participants had almost zero omega-3 intake! 
The best way to remedy this deficiency is to eat salmon, mack¬ 
erel, sardines, tuna, trout, anchovies, and other tatty tish several 
times a week. 1 also suggest that you get acquainted with flaxseed 
and flaxseed oil. A quarter cup of freshly ground flaxseed or one 
to two tablespoons of flaxseed oil will provide you with an abun¬ 
dance of omega-3 fatty acids. Supplementing with tish oil cap¬ 
sules is an even simpler option, and we will cover this further m 
Chapter 14. 

I want to conclude this discussion of fats with a tew words 
about the other polyunsaturated oils. It would seem that all veg¬ 
etable oils would be good choices. While it is true that com. saf¬ 
flower, peanuts, sunflower seeds, and other nuts, seeds, and grams 
in their natural state contain wonderful, heart-healthv polvun- 
saturated fats, these oils are very fragile and easilv damaged bv 
heat, air, light, and chemicals. Unfortunately, like canola oil, vir¬ 
tually all of the oils sold in your supermarket have been extracted 
with harsh chemicals at high temperatures, bleached, and other¬ 
wise altered, and they contain the same toxic bv-products ot pm- 
cessing that canola oil has. Stay away from these processed 
vegetable oils. Shop instead in vour health food store and pur¬ 
chase only cold-pressed, unrefined oils. Store them in vour re¬ 
frigerator and do not expose them to high temperatures dunng 
cooking. Baking is acceptable, since temperatures do not get ter¬ 
ribly high, but sauteing and frying are not recommended with 
polyunsaturated oils. 
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WHERE WILL I GET MY PROTEIN? 

Ask the average American where they get their protein and they 
will tell you from meat. Americans eat an average of 68 pounds of 
beef and 93 pounds of poultry every year. 17 Patients who are advised 
to reduce their consumption of meat, dairy, and other high-fat ani¬ 
mal foods often ask, “Where will I get my protein?” The idea that 
we need to eat lots of meat and other animal products to meet pro¬ 
tein requirements is firmly ingrained, along with the belief that 
without these foods we can expect health problems. The mere sug¬ 
gestion of eliminating or cutting back on meat and dairy products 
is often met with resistance. Ironically, these are the very foods that 
have put so many in their current state of ill health. Let’s look 
closely at what protein can and cannot do for your health, and then 
establish what your actual protein requirements are. 

If a person were suffering from protein deficiency, what might the 
symptoms be? Anemia? No, anemia results from blood loss, inade¬ 
quate iron replacement, or vitamin B12 or folic acid deficiency, not 
from protein deficiency. Muscle deterioration? Weight-bearing ex¬ 
ercise, not excessive protein, builds and maintains bulky muscles. 
And if you’re talking about the systemic deterioration that occurs 
with starvation, it is caused by overall caloric deprivation, not an 
isolated protein deficiency. Loss of energy? This myth has led to all 
manner of high-protein concoctions that are supposed to boost en¬ 
ergy, but protein is rarely used for energy. Even in the throes of star¬ 
vation, when protein is burned for energy, it is first converted into 
glucose before it is utilized. Protein deficiencies in this country are 
very rare indeed. The irrational fear of such, however, perpetuates 
our excessive consumption of high-fat meat and dairy products, the 
foods that contribute to heart disease, high blood pressure, diabetes, 
stroke, and a host of other conditions. 

You obviously need some protein in your diet. Protein is re¬ 
quired for growth and tissue formation and repair. Protein and its 
component amino acids are the building blocks of enzymes, hor- 
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mones, neurotransmitters, blood plasma, sperm, and saliva. It is a 
common misconception, however, that just because the majority 
of your tissues are made of protein, you need to eat a lot of pro¬ 
tein. Your body is very efficient at using and reusing available 
protein. Even during periods of growth, the amount of protein re¬ 
quired is much smaller than generally imagined. 

The Food and Drug Administration has set the recommended 
daily intake of protein (for a 2,000-calorie-a-day diet) at 5C 
grams. Most Americans get much more than that. The average 
man eats an additional 52 percent above this level, and the av¬ 
erage woman, an additional 27 percent. 18 The World Health Or¬ 
ganization has established protein recommendations based on 
body weight, and they are even lower approximately one-half 
gram of protein per kilogram of body weight tor adults. There¬ 
fore, an adult weighing 150 pounds (70 kilograms) would require 
about 35 grams of protein per day. 19 As you can see, our problems 
do not lie with inadequate protein intake. 

It is commonly believed that vegetananism leads to protein 
deficiencies because many plant foods lack some of the essential 
amino acids, the building blocks of protein that cannot be syn¬ 
thesized in the body. This myth is so persistent that it thghtens 
many away from the idea of giving up meat and causes vegetan- 
ans to take great pains with their diet. The reality is that every 
plant food contains all of the essential amino acids, although 
some contain lower concentrations of certain amino acids than 
others. (Where do you suppose horses, cows, and other grazing 
animals get their protein since all they eat is grass?) As long as a 
vegetarian eats a variety of plant foods, protein needs will be met. 
Grains, cereals, nuts, beans, and legumes are not only carbo¬ 
hydrates, but also excellent sources of protein. 

Excess Protein Stresses the Kidneys 

The real problem in our diet is not too little protein but too 
much. To understand the problems with excessive protein, let s 
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review how the body handles fats, carbohydrates, and protein. 
Fat is used tor energy when needed, and excesses are stored in the 
adipose, or tat, cells of the body. Carbohydrates are broken down 
into glucose, which is utilized to meet energy needs, or stored in 
the liver and muscles for later use. (If too much glucose is circu¬ 
lating in the blood, it may be converted to fat and stored in the 
adipose cells.) Carbohydrates and fats are made up of hydrogen, 
oxygen, and carbon, and when they are burned for energy, the 
primary breakdown products are carbon dioxide, which is elimi¬ 
nated through the lungs, and water, which is used by the body or 
easily excreted through the kidneys. 

The body handles protein very differently. Protein contains not 
only carbon, hydrogen, and oxygen, but also nitrogen, and among 
the breakdown products of protein metabolism are nitrogen- 
containing compounds that the body has no means of storing. 
Therefore, these compounds must be converted into urea and elim¬ 
inated through the kidneys. When you eat lots of excess protein, 
vour metabolic systems are stressed by the overload, and your kid¬ 
neys take the worst beating. Thanksgiving may be a holiday for you, 
but your kidneys work overtime. In fact, the accepted way of as¬ 
sessing how w r ell a patients kidneys are functioning is to measure 
the amount of protein breakdown products circulating in the blood. 
Levels of blood urea nitrogen (BUN) and creatinine are low when 
the kidneys are healthy. When the kidneys begin to fail, levels of 
these markers of kidney function rise. 

The kidneys are remarkable organs with a lot of reserve 
capacity and they are generally able to handle the excesses. How¬ 
ever, when these crucial organs are already functioning at sub¬ 
normal levels, damaged by diabetes, hypertension, or other 
diseases, excess protein speeds up kidney failure. Patients with 
these disorders may suffer complete kidney failure and require 
chronic dialysis or kidney transplant. This disaster could be de¬ 
layed or perhaps prevented altogether if such patients were 
started early on low-protein diets. 



192 / Reversing Heart Disease 

Protein and Calcium Loss 

Excessive protein intake also creates an acidic condition in 
the blood. In order to neutralize this acid, bicarbonate is mobi- 
lized from the bones and, along with it, calcium. Once the pH of 
the blood is returned to normal, the calcium is not returned to 
the bone but eliminated in the urine. Over a lifetime, a high' 
protein diet robs the bones of this essential mineral, senouslv 
weakening them. Excessive protein intake is one of the reasons 
for our country’s current epidemic of osteoporosis. 

Some of the early work in this area was done by Richard B. 
Mazess, M.D., of the University of Wisconsin. He studied a group 
of 217 Alaskan Eskimos living on their traditional high-protein 
diet of fish, marine mammals, and caribou. These people con- 
sumed up to three times the amount of protein that the average 
American consumes. By the age of forty, this high protein intake 
had caused enough calcium loss to reduce their bone density bv 
10 to 15 percent. 20 

More recently University of California at San Francisco re- 
searchers observed the diets of more than 1,000 women. Thev 
discovered that compared to women who ate low-acid diets, 
those whose diets contained lots of high-acid (i.e., protein) toods 
had three times more bone loss and 3.7 times more hip fractures. 
Other studies have demonstrated that women who eat more than 
95 grams of protein per day are at increased risk ot fracture, com¬ 
pared to women who eat less than 68 grams. 21 

Ruth M. Walker, M.D., of the Department of Numtional Sci¬ 
ences, University of Wisconsin, showed how excessive protein 
consumption causes calcium loss even in healthy vexing men. 
She assigned volunteers to diets containing adequate calcium 
(800 milligrams) and one of three levels of protein: 47 grams, ^5 
grams, or 145 grams. Dr. Walker then measured their calcium 
balance, comparing the amount of calcium ingested with the 
amount excreted. Men on the low-protein diet were in positive 
calcium balance, retaining 12 milligrams ot calcium per day tirom 
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their 800 milligram intake. Those on a moderate-protein diet re¬ 
tained much less calcium—an average of 1 milligram daily. 

But men on the high-protein diet (145 grams) had a serious 
calcium imbalance. These healthy young men were losing 85 
milligrams more calcium than they were taking in. The excessive 
protein they ate was leeching calcium from their bones at such a 
rate that in forty years they would have lost 75 percent of the cal¬ 
cium in their skeletons! 22 It is clear from all these studies that the 
body’s calcium stores are as much, if not more, a function of pro¬ 
tein intake as of calcium intake. This means that if you are on a 
high-protein diet you could be losing calcium from your bones re¬ 
gardless ot how much calcium you ingest. 

Your next question may reasonably be “Where will I get my 
calcium if 1 cut back on dairy products?” We have been brain¬ 
washed by the dairy industry into believing that milk is the only 
source of calcium in our diet. Leafy green vegetables such as pars¬ 
ley, watercress, and kale are excellent sources of calcium. In fact, 
the rate of calcium absorption from kale is superior to that of 
milk. Furthermore, calcium derived from vegetable sources is not 
accompanied by the massive amounts of protein that cause cal¬ 
cium loss, so even if you’re taking in less calcium, your bones are 
likely retaining more of it. Rather than encouraging people to 
consume dairy’ products, we should educate them about the im¬ 
portance of reducing their protein intake and increasing their in¬ 
take of calcium-rich plant foods. 

Milk, Nature’s Imperfect Food 

Of all the nutritional myths, the belief that milk is the perfect 
food is one of the most absurd. American parents unwittingly pass 
this myth on to their children, and celebrities reinforce it in a 
multimillion-dollar advertising campaign sponsored by the dairy in¬ 
dustry. In reality, milk and other high-protein dairy products weaken 
the bones and accelerate osteoporosis by promoting calcium loss, as 
described above. But that’s not the only downside of milk. 
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While eating fruits, vegetables, and whole grains has been docu- 
mented to lower the risk of heart attack and high blood pressure, 
the consumption of dairy products has been linked to increased nsk 
of heart disease. Most of you know that whole milk, butter, and 
cheese are significant sources of saturated fat, which raises choles¬ 
terol levels and the risk of heart disease. However, William B. 
Grant, Ph.D., has amassed evidence that nonfat milk is also a major 
player in bringing on heart disease. He points out that nonfat milk, 
which contains substantial amounts of protein, is verv low in 
B-complex vitamins. The metabolism of all this protein in the ab¬ 
sence of B vitamins contributes to the buildup of homocvsteine, a 
marker for heart disease I told you about in Chapter 3.- 3 

Now that the FDA allows dairy fanners to treat cows with re¬ 
combinant bovine somatotropin (rBST), a genetically engi¬ 
neered hormone that increases milk production, milk is less 
wholesome than ever. Milk from treated cows contains elevated 
levels of insulin-like growth factor-1 (IGF-1), a powerful growth 
factor. Recent studies have found a sevenfold increase in the nsk 
of breast cancer in women with the highest IGF-1 levels, and a 
fourfold increase in prostate cancer in men with the highest lev¬ 
els. Furthermore, cows treated with rBST require more antibi¬ 
otics to stave off udder infections, so higher traces ot these drugs, 
as well as pus and bacteria from infected udders, are found in 
their milk. 24 A little bit of organic rBST-free milk in vour coffee 
or on your cereal is acceptable, but discard the idea that dnnking 
a glass of milk with every meal is healthy. 


PLANT FOODS: CORNUCOPIA OF 
HEART-HEALTHY NUTRIENTS 

Although Americans are eating more plant foods than thev JkI 
ten years ago, even today fewer than halt ot us meet the recom¬ 
mended dailv minimum of five servirurs of fruits and vegetables. 
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Furthermore, our choices are less than spectacular. The most 
popular vegetable in this country is iceberg lettuce, which is lit¬ 
tle more than a pale bundle of water and fiber. The second most 
popular is the tomato, a healthy choice except when consumed 
as sugar-laden ketchup, and the third—get ready for this—is 
French-fried potatoes ! 25 We fare no better when it comes to 
grains. Rather than eating whole grains, we indulge in donuts for 
breakfast, sandwiches on white bread for lunch, and snack on 
pretzels and buttered popcorn. 

The reason plant foods are so important in the human diet is 
that they contain things vital for health that are simply not 
found in any other foods. Vegetables, fruits, grains, beans, and 
other plants contain thousands of vitamins, minerals, amino 
acids, and phytonutrients that protect us against heart disease. 
Bnghtly colored fruits and vegetables are the most concentrated 
sources of beta-carotene and other carotenoids. Vitamin E is 
found in nuts, seeds, whole grains, and vegetable oils. Citrus 
fruits, peppers, guavas, and greens supply us with vitamin C, 
while nuts, seeds, and grains give us homocysteine-lowering 
B-complex vitamins. Calcium and magnesium are abundant in 
leafy greens. Chromium, which helps improves insulin sensitiv¬ 
ity, is found in whole grains. 

Then there are the phytonutrients unique to specific plants. 
The quercetin in onions has been shown to protect LDL choles¬ 
terol from oxidation, inhibit blood clotting, and preserve nitric 
oxide. The catechins in tea protect the blood vessels, reduce cho¬ 
lesterol, and prevent atherosclerosis. The proanthocyanidins in 
berries strengthen the arteries and protect them from free radical 
damage. The liminoids in citrus fruits raise HDL cholesterol, and 
the polyphenols in grapes improve blood flow and discourage 
blood clotting. The terpenoids, kaemperol, and flavonoids in 
broccoli and other cruciferous vegetables have potent antioxi¬ 
dant effects and other cardioprotective actions. And these are 
just a few of the thousands of protective phytonutrients. 
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In addition to the vitamins, minerals, and phytonuments in 
plants, there are other components in these foods that are essen¬ 
tial for heart health. 

Fantastic Fiber 

Another important nutrient found only in plant foods is fiber, 
the indigestible portion of plant cell walls. Fiber is the insoluble 
“roughage” in vegetables and the skins of grains, fruits, and 
legumes. It is also the soluble gel-like substance abundant in 
beans, oats, and fruits. Fiber moves food along our long intestinal 
tract and prevents constipation and diarrhea as well as other dis¬ 
eases of the colon. It is also protective against several tvpes of 
cancer, diabetes, obesity, and, as you might expect, heart disease. 

One of the best-documented benefits of fiber is its ability to 
lower cholesterol. Soluble fiber reduces cholesterol bv binding 
to bile acids and causing them to be excreted. With fewer bile 
acids available in the intestine, less cholesterol is absorbed into 
the bloodstream. Fiber also slows the manufacture of cholesterol 
in the liver. If this sounds familiar, its because soluble fiber 
works much like the cholesterol-lowering drugs called bile- 
sequestering agents discussed in Part II—but with none or their 
side effects and scores of other benefits. Adding just 5 to 10 grams 
of fiber per day can reduce cholesterol by about 5 points, result¬ 
ing in a 10 percent drop in risk of heart disease. 

Fiber-rich foods will also help you achieve and maintain vour 
ideal weight, a very important goal for anyone with heart disease. 
Such foods take longer to eat than fiber-tfee foods—vou cannot 
chow down on apples and broccoli the wav vou can on chocolate 
and ice cream. This allows time for the signal of fullness to reach 
your brain, enabling you to stop eating before vou ve stuffed your¬ 
self. That feeling of satiety stays with you longer too, because 
fiber slows the rate at which food leaves vour stomach. Studies 
have shown that volunteers ted a high-fiber breakfast eat less at 
lunch than those who eat a breakfast containing the same num- 
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her of calories with no fiber. (In fact, in one recent study, people 
fed a fiber-tree breakfast ate as much at lunch as those who had 
only water for breakfast!) 26 It also prevents the roller-coaster ride 
of dramatic elevations and just as sudden drops in blood sugar 
levels that leave you feeling tired and hungry. A fiber-rich lunch 
can help you resist that midaftemoon candy bar. And if you grab 
an apple instead, chances are you’ll eat less at dinner too. 

A fiber-rich diet is also one of our most powerful tools for the 
control of insulin resistance, a significant risk factor for both 
heart disease and type 2 diabetes. As you will recall from Chap¬ 
ter 4, in patients with insulin resistance, blood sugar remains ab¬ 
normally elevated, especially after eating. This prompts the 
release of increasing amounts of insulin from the pancreas, re¬ 
sulting in high levels of insulin in the bloodstream as well. Fiber 
slows the absorption of sugars in the gastrointestinal tract, pro¬ 
moting a more gradual rise in blood sugar levels, followed by a 
gradual release in insulin. It also improves the body’s sensitivity 
to insulin, combating insulin resistance and helping this hor¬ 
mone do its job of ushering glucose into the cells. In two large 
studies involving nearly 100,000 women, a high intake of whole 
grains and cereal fiber had a dramatic effect on the risk of devel¬ 
oping insulin-resistant (type 2) diabetes. Women consuming the 
most of these fiber-rich foods experienced a 21 to 28 percent de¬ 
crease in risk compared to women with the lowest intake. 27 

This combination of benefits—lowering cholesterol, main¬ 
taining normal weight, and improving insulin sensitivity—adds 
up to powerful protection against heart disease. Harvard re¬ 
searchers followed the dietary habits of men, ages forty to seventy- 
five, for six years and found a strong inverse relationship between 
fiber intake and risk of heart attack. They concluded: “Fiber, in¬ 
dependent of fat intake, is an important dietary component for 
the prevention of coronary disease.” 28 A 1999 study found simi¬ 
lar protection in women. Among the 68,000 women involved in 
this study, those who consumed the most dietary fiber, particu- 
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larly from cereal and grain sources, were significantly less likely 
to develop heart disease than women who ate the least fiber.- 9 

Optimal health requires at least 30 grams of fiber daily. Amer- 
icans average one-third to one-half this amount. Adding fiber to 
your diet is easier than you think. The simplest way to ensure vou 
are getting the recommended 30-plus daily grams of fiber is to 
make plant foods the mainstay of your diet. Start your dav with a 
bowl of bran cereal (8 grams). Snack on an apple (3.5 grams). 
Have a spinach salad (4 grams) and whole-wheat bread (2 grams) 
for lunch. Eat half a cup of beans (6 to 8 grams) at dinner. If vou 
need to add a fiber supplement to get enough, good choices in¬ 
clude psyllium, citrus pectin, and flaxseed. Be sure to increase 
your intake of water as you increase your consumption of fiber. 

Naturally Low in Sodium, High m Potassium 

Everybody “knows” that salt drives up blood pressure, which is 
one of the most significant risk factors for heart attack. While 
some sodium is essential for life—it controls fluid volume, aids in 
nerve impulse transmission, and is involved in cellular energy 
production—excess sodium attracts and holds water in the 
bloodstream, and thereby raises blood pressure. It is also an inde¬ 
pendent risk factor for heart disease and death from all causes, es¬ 
pecially in people who are overweight. v 

Unfortunately, excessive dietary sodium is the norm in this 
country. Salt is a powerful flavoring agent, and it is added to 
countless processed and prepared foods—even cereals and ice 
cream may contain lots of sodium. Couple the sodium in pack 
aged foods and restaurant fare with liberal use of the salt shaker 
and many Americans consume ten to 15 grams a dav twenrv to 
thirty times the body's need! 

Several studies have shown that cutting down on salt intake 
normalizes blood pressure in many hypertensive patients, let tor 
others, restricting sodium is just not enough. Norman Kaplan, 
M.D., professor of medicine at the University of Texas Southwest 
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Medical School, points out that for many patients, the degree of 
salt restriction necessary to significantly reduce blood pressure is 
so severe as to be impracticable. It leaves patients frustrated and 
doctors quick to prescribe blood-pressure-lowering drugs. 31 

There is an easier way to naturally regulate blood pressure: In¬ 
crease vour intake of potassium. Dr. Graham A. MacGregor and 
colleagues at the Department of Medicine, Charing Cross Hos¬ 
pital Medical School in London, demonstrated that giving sup¬ 
plemental potassium to hypertensive patients reduced their 
average blood pressure by 8 points. 32 While you could increase 
vour potassium intake by taking a potassium supplement or fla¬ 
voring your food with potassium chloride (No-Salt or Nu-Salt), 
the best way, in my opinion, is simply to eat more plant foods. 

That’s exactly what one of my patients, Frank M., did. This 
fifty-four-year-old airline pilot came to me in desperation. He was 
three weeks away from a mandatory Federal Aeronautics Ad¬ 
ministration (FAA) physical exam, and with a blood pressure of 
225/115, he was sure to lose his license. Commercial pilots are 
grounded if they have high blood pressure or are taking medica¬ 
tion for it. Frank needed to bring his blood pressure down fast, 
and we couldn’t do it with medications. So we radically altered 
his diet. He was allowed to eat nothing but fresh fruits, vegeta¬ 
bles, and brown rice—but he could eat these foods to his heart’s 
content. This meant he was getting little fat in his diet, minimal 
sodium, and lots and lots of potassium. After twelve days his 
blood pressure was 130/84, and a week later he passed his FAA 
physical with flying colors. When I last spoke to Frank, almost 
three years after his initial visit, he was still flying. Following the 
less stringent but still very healthy diet described in this book, his 
blood pressure had remained at the 120/75 level. 

According to government estimates, more than 80 percent of 
Americans fail to get the recommended 3,500 milligrams of 
potassium in their daily diet (an amount present in six or seven 
servings of plant foods). 33 If you suspect that you are one of them, 
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an easy way to get additional potassium is to drink 12 ounces of 
low-sodium V-8 or tomato juice every day. (See p. 196.) 

Qood Carbs, Bad Carbs 

Carbohydrates are various configurations of sugar molecules, 
from one-molecule simple sugars to extremely long and complex 
chains of sugars. They are broken down during the digestive 
process into glucose, the sugar that is burned in your cells to cre¬ 
ate the energy that keeps you alive. Although almost all carbo¬ 
hydrates end up as glucose, they are not all metabolized in the 
same way, and they have differing effects in the body. There are 
good carbs and there are bad carbs, and it is important that vou 
understand the difference. 

The easiest way to avoid the undesirable ones is to eat plant 
foods in as close to their natural state as possible. This simple rule 
of thumb will keep you on the straight and narrow 95 percent of 
the time. Whole wheat, fresh com, and apples are great. These 
foods are slowly digested, and their sugars are gradually released 
into the bloodstream. They fill you up and tide you over, helping 
you control your caloric intake and maintain optimal weight. 
And because they are not processed, these whole foods retain the 
nutrients that protect you from disease. 

Wheat that has been finely ground, bleached, and refined into 
white flour, com that has been transformed into high-fructose 
com syrup and added to a Coke, and apples that have been 
mixed with sugar and baked into a fatty piecrust are not so good. 
Not only have they been stripped of nutrients dunng processing, 
they are also much more rapidly broken down into their compo¬ 
nent sugar molecules and absorbed into the blocxlstream. Thev 
cause the blood sugar to rise quickly, which prompts a large in¬ 
flux of insulin to usher sugar into the cells. This is followed bv a 
similarly rapid fall in blood sugar, which may leave vou hungrv 
and, if levels fall too low, cranky and spacey. 

Make it a point to eliminate ‘‘white hxxis" from vour diet— 
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anything made with white flour or sugar. The average American 
eats more than 150 pounds of sugar every year and gorges on 
white bread. In addition to the excessive calories these white 
foods pack in (which are a likely reason for the surge in obesity 
in the past fifteen years), refined, nutrient-deprived carbohy¬ 
drates raise triglyceride levels, stress your body's blood sugar con¬ 
trol mechanisms, and promote insulin resistance. A high sugar 
intake has been identified as the single most important dietary 
risk factor tor heart disease in women. (Animal fat consumption 
remains the number one problem for men.) It has been estimated 
:nat our out-ot-control sugar consumption may be responsible for 
nore than 150,000 premature deaths from heart disease in the 
Jnited States each year. 34 

Like salt, sugar is hidden in prepared and processed foods. It is 
idded in so many different forms that you need to learn to deci¬ 
pher food labels. Sucrose, dextrose, fructose, lactose, high- 
Tuctose com syrup, and com, rice, and barley malt syrups, as well 
is maple syrup and fruit juice concentrates are all names for sim¬ 
ple sugars. Unfortunately, honey, molasses, and other “healthy” 
weeteners aren’t much better—they all rapidly drive up blood 
ugar levels. 

In an effort to cut back on sugar, many people turn to calorie- 
ree artificial sweeteners, the most popular of which is aspartame 
NutraSweet and Equal). I recommend you steer clear of aspar- 
ame, which is broken down in the body into toxic formalde¬ 
hyde, formic acid, and methanol. Its component amino acids 
)henylalanine and aspartic acid can also upset the balance of 
leurotransmitters in the brain, and not surprisingly, this sweet¬ 
ener has been linked with seizures, mood disorders, and other 
lervous system problems. I don’t recommend other artificial 
weeteners such as Sucralose and Acesulfame-K either. There 
ust hasn’t been enough research to definitively demonstrate 
heir safety. 

What we recommend for our patients at the Whitaker Well- 
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ness Institute are the natural sweeteners stevia, xvlitol, and 
brown rice syrup. Stevia is an intensely sweet herbal extract from 
South America. Available in liquid or powder form, a few drops 
or sprinkles perk up beverages and cereals. Xvlitol, derived from 
birch trees, looks and tastes like white sugar. Although it is not 
calorie-free, xylitol is very slowly metabolized, so it does not 
cause sharp rises and falls in blood sugar. Brown nee svrup, which 
as its name suggests is derived from brown nee, is likewise not 
calorie-free, but it is also easieT on the system. (More on these 
sweeteners in Part IV.) 

Occasional sweets or breads made with refined carbohydrates 
are okay, but a steady diet of them contributes to weight gain, in¬ 
sulin resistance, elevated triglyceride levels, and increased nsk of 
heart disease. Most whole, unprocessed carbohydrate-con tain ing 
foods, on the other hand, are an excellent pan ot a diet tor re¬ 
versing heart disease. However, there are a few exceptions. 

The Qlycemic Index 

David Jenkins, M.D., and colleagues at the University or 
Toronto have spent the past twenty-five years analyzing scores or 
different foods to determine how quickly they are metabolized 
into glucose, the basic sugar molecule utilized bv the cells. Lsing 
the blood sugar elevation caused by eating a specific amount or 
either glucose or white bread as the standard, they and other re¬ 
searchers have assigned various foods a “glycemic index rating. 
Items with a high-glycemic rating enter the bloodstream quickly 
and cause a rapid spike in blood sugar, while those with a low - 
glycemic rating cause a slower, more sustained rise. 

What does this have to do with heart disease.' As you recall 
from Chapter 4, insulin resistance and the complex ot conditions 
called syndrome X (hypertension, low' HDL cholesterol, elevated 
triglycerides, and abdominal obesity) dramatically increase the 
risk of heart disease. In people with this condition, whenever 
there is an abrupt rise in glucose, as there is with tvxxk with a 



The Diet for Reversing Heart Disease / 193 


high-glycemic rating, the corresponding release of insulin is ex¬ 
ceptionally high. This combination of elevated insulin and blood 
sugar damages the arteries and interferes with fat metabolism. 
Therefore, avoiding high-glycemic carbohydrates is important 
for anyone concerned about heart disease. 

Swedish researchers compared the effects of these differing 
types of carbohydrates in patients with type 2 diabetes, a popula¬ 
tion with extreme insulin resistance and a very high risk of heart 
disease. These patients were divided into two groups and fed diets 
that had identical proportions of carbohydrate, protein, fat, and 
fiber. However, one diet was centered around low-glycemic foods, 
while the other was based on high-glycemic foods. After twenty- 
four days, the diets were switched, so the groups spent twenty-four 
consecutive days on each of the two diets. Throughout the study, 
blood samples were taken and various markers of heart disease 
were measured. The researchers determined that while on the 
low-glycemic diet, study participants had lower LDL cholesterol 
levels and decreases in PAI-1 (a clotting factor that inhibits the 
breakup of blood clots, discussed in Chapter 3), suggesting that 
such a diet confers protection against heart disease. 35 

As you might expect, most fruits, vegetables, beans, and whole 
grains have a low-glycemic rating and are therefore excellent 
choices in a diet for reversing heart disease. As you would also 
likely predict, processed foods made with sugar and white flour 
are high-glycemic—another reason why these high-calorie foods, 
which have been stripped of fiber and valuable nutrients, have 
no place in your diet. 

There are, however, a few foods that are exceptions to the 
‘whole foods versus refined foods” general rule. Starchy foods 
>uch as white potatoes and most breads, even those made with 
whole v/heat, have a high glycemic index so should be eaten 
sparingly. Pasta, on the other hand, is considered low glycemic, 
and can be eaten more frequently. While whole grains such as 
jatmeal and brown rice are fine, most cold cereals have a very 
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high glycemic rating and should be eaten only in moderation. 
Most fruits are low on the index and should be a regular part of 
your diet. Tropical fruits like pineapple and npe bananas, and 
most dried fruits however, have a high glycemic rating and are 
best eaten infrequently. 

When patients with heart disease adhere to this particular as- 
pect of the diet for reversing heart disease, they often see dra- 
matic improvements in their blood sugar, cholesterol, and 
triglyceride levels. One of my patients, Kerry, came to clinic with 
all the markers of heart disease: a triglyceride level of 5,300 mg/dl 
(less than 135 is desirable), cholesterol 490 (normal is below 
200), and blood sugar 590 (ideal is around 100). I told him to cut 
out bread, potatoes, and sugary and starchy snack foods that were 
the bulk of his diet, exercise regularly, and follow a nutnuonal 
supplement regimen that included high doses of fish oil. After 
just one month on this program his triglycerides dropped to 764. 
his cholesterol to 260, and his blood sugar to 1S9. 


ALL-STAR FOODS FOR HEART DISEASE 

The particulars of the Whitaker Wellness diet tor reversing heart 
disease are pretty simple: Cut back on saturated animal tats and 
trans fatty acids, and dramatically increase your intake of un¬ 
processed plant foods. Now 1 want to tell you about a few roods 
that stand out for their protective and therapeutic effects in heart 
disease. 

1. Flaxseed 

Flaxseed protects the heart on several fronts. It is the nch- 
est plant source of heart-healthy omega-3 essential tarn acids. 
It also contains soluble fiber, which is particularly effective m 
lowering cholesterol.* James, a sixty-two-year-old from Ten¬ 
nessee, got a wake-up call when his cholesterol measured a 
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scary 288 mg/dl. He had read about the benefits of flaxseed for 
lowering cholesterol in my monthly newsletter and decided to 
give it a try. He mixed a quarter cup of ground flaxseed in juice 
and drank it once a day, an hour before his main meal. After 
only fifteen days his cholesterol fell to 232, and six months 
later it plummeted to 188. He also lost 33 pounds and reported 
improvements in his skin, hair, and energy level. 

General improvements such as those James experienced are to 
be expected, for the omega-3s and soluble fiber contained in flax 
enhance many aspects of health. Flax also contains an abun¬ 
dance of lignans, plant compounds with potent anticancer ac¬ 
tivity*. Incorporate into your daily diet one-fourth cup of ground 
flaxseed (grind whole seed in a coffee grinder), mixed in water 
or sprinkled on cereal or salads. Haxseed is sold in health food 
stores or from the mail-order sources listed in the resource sec¬ 
tion. Although flaxseed oil (1 to 2 tablespoons per day) is an ex¬ 
cellent source of omega-3 EFAs, it has no fiber, and so has a 
much less dramatic effect on cholesterol. 

2. Soybeans 

Any heart-healthy diet should include soybeans. Soy con¬ 
tains numerous compounds that benefit the cardiovascular sys¬ 
tem. These include sterols, lecithin, and fiber, which bind to 
and remove cholesterol, as well as isoflavones, powerful an¬ 
tioxidants that protect the arteries and inhibit LDL oxidation. 
One particularly potent isoflavone is genistein, which discour¬ 
ages the formation of potentially dangerous blood clots. 

Scores of studies have demonstrated that soy protein con¬ 
sumption reduces cholesterol. James W. Anderson, M.D., from 
the University of Kentucky, reviewed thirty-eight of these 
studies and found that study subjects who consumed an aver¬ 
age of 47 grams (only 3 tablespoons) of soy protein daily had 
reductions in total cholesterol of 9.3 percent, LDL cholesterol 
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of 12.9 percent, and triglycerides of 0.5 percent. Sov also im- 
proved the important total cholesterol to HEX. ratio. " 

Try to eat a little soy—the equivalent of about 50 mil- 
ligrams of isoflavones—several times a week. Experiment with 
cooked dried soybeans (!/ cup), tofu and tempeh ('% cup), cex- 
tured soy protein (!4 cup), soy protein powder (3 to 4 table- 
spoons), or soy-based meat substitutes. All of these are sold m 
your health food store. 

3. Low-Sodium Tomato Juice 

Tomatoes are an abundant source of potassium. As I ex¬ 
plained earlier, adequate potassium intake—and in proper bal¬ 
ance with sodium—is crucial for the regulation of blood 
pressure. Unfortunately, most Americans consume too much 
sodium and not enough potassium. Unless you severely restrict 
your salt intake or eat copious amounts of fruits, vegetables, 
and grains, sodium may gain the upper hand. A very easy wav 
to ensure that you get enough potassium is to drink a glass or 
two of low-sodium tomato juice every day. 1 know from clini¬ 
cal experience that increasing potassium intake in this wav 
lowers blood pressure. Ted, a longtime patient of mine, re¬ 
ported that after years of moderately high blood pressure read¬ 
ings, his blood pressure has been in the low-normal range since 
he began drinking low -sodium V-8 juice even dav. 

Potassium isn’t the only good thing about low-sodium 
tomato juice. Unlike most juices, it is very low in sugar. It also 
contains antioxidants such as vitamin C, vitamin A, and ly¬ 
copene. Lycopene has long been known to protect against can¬ 
cer of the prostate, lung, colon, stomach, and pancreas but was 
only recently discovered to benefit the heart. A 2vW New 
Zealand study of men with diabetes tixind that tomato iuice 
protected LDL cholesterol fnam tree radical damage and low¬ 
ered levels of C-reactive protein, an inflammatory marker ot 
heart disease. w In another 2000 study; men with the highest 
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tissue levels of lycopene had half the risk of heart attack of 
men with the lowest levels. 39 

I suggest drinking 12 ounces of tomato or V-8 juice every 
day. It is important that you get the low-sodium variety—look 
for it in vour health food store if you can’t find it in the gro¬ 
cery store, or ask your grocer to stock it for you. Regular 
tomato juice has so much added sodium that it may elevate 
blood pressure in susceptible individuals. 

4. Fatty Fish 

Salmon, mackerel, tuna, herring, sardines, anchovies, and 
trout contain considerably more fat than most species of fish, 
but it’s the best fat around: omega-3 fatty acids. These impor¬ 
tant fats have myriad benefits for the cardiovascular system. 
They increase circulation, inhibit the formation of blood clots, 
protect the arteries, help normalize blood pressure and heart 
rhythm, and lower cholesterol and triglycerides. Drs. Scott H. 
Goodnight and W. E. Connor from the University of Oregon 
fed volunteers a diet that included salmon fillets every day for 
four weeks and recorded remarkable drops in their blood fats: 
an average 17 percent drop in cholesterol and a 40 percent 
drop in triglycerides. 40 

More recent studies have shown that people who eat at 
least one serving of fatty fish per week have a 60 percent re¬ 
duction in the risk of developing coronary artery disease com¬ 
pared to those who eat less. 41 Eat a serving of these fatty fish 
two or three times a week. Your cardiovascular system will cer¬ 
tainly benefit—and it just might sharpen your memory, im¬ 
prove your insulin sensitivity, protect against cancer, help you 
lose weight, and relieve arthritis pain at the same time. 

5. Nuts 

Nuts are a great source of healthy monounsaturated and 
polyunsaturated fats that help reduce cholesterol levels. Thev 
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are also loaded with vitamin E, which prevents LDL choles- 
terol from being converted to its oxidized, artery-damaging 
form. Furthermore, nuts contain arginine, an amino acid that 
the body converts into nitric oxide. As you may recall from 
Chapter 3, nitric oxide protects against the adherence of 
plaque, prevents platelets from sticking together, and relaxes 
the arteries, helping to control blood pressure. 

A number of studies have documented the protective ef¬ 
fects of nuts on cardiovascular health. The Nurses’ Health 
Study, a fourteen-year study of more than 84,000 female 
United States nurses, found that eating nuts five times a week 
reduced heart disease risk by 35 percent—a nsk reduction sim¬ 
ilar to the effects of cholesterol-lowering statin drugs. 4 ' Most 
nuts are great, although the best studied for heart health are 
walnuts. Eat your nuts raw whenever possible, for roasting 
damages their fragile polyunsaturated fats. And don’t go over¬ 
board on nuts—they are very calorie-dense. 

6. Garlic 

Another great food for the heart is garlic (Album samwil 
Although most people think of garlic as a cooking herb, its 
medicinal properties have been recognized for centunes. The 
active constituents in garlic (allicin and other sulfur com¬ 
pounds) enhance the immune system, kill microbes, and block 
the formation of cancer-causing compounds. In recent vears 
garlic’s broad cardiovascular benefits have also been uncov¬ 
ered. Garlic lowers blood pressure and discourages platelet ag¬ 
gregation. It also contains antioxidants that protect the 
arteries from free radical damage. 

Dozens of studies have been conducted on garlic s abilitv to 
lower cholesterol. In 1993, researchers from New York Med¬ 
ical College surveyed all these studies and tound that there 
was a 9 percent average reduction in cholesterol in studv sub¬ 
jects taking one-half to one clove of garlic or its supplemental 
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equivalent daily. 43 Even more important, garlic tends to im- 
prove the ratio of two types of cholesterol, lowering LDL and 
raising protective HDL cholesterol. Make a conscious effort to 
use garlic as a culinary spice—try adding it to sauces, salad 
dressings, and other dishes. Garlic may also be taken as a sup- 
plement. If you choose this form, look for an extract standard¬ 
ized to contain a total of 4,500 meg of allicin per daily dose. 
This equals one average-size clove of garlic, without the odor. 

Runner-Ups 

There are many outstanding members of the plant kingdom, 
but I’m going to mention just a few more that should hold a 
prominent place in a heart-healthy diet. Dark leafy green veg¬ 
etables contain antioxidants that safeguard LDL cholesterol, cal¬ 
cium and magnesium that relax the arteries, folic acid that keeps 
homocysteine levels in check, and essential fatty acids, which are 
highly therapeutic for the cardiovascular system. These foods are 
unappreciated by Americans, who eat spinach but are generally 
unfamiliar with other dark greens. Get acquainted with kale, col- 
lard and mustard greens, chicory, Swiss chard, and arugula and 
make them a regular part of your diet. Try to include at least one 
food from this class of vegetables three or four times a week. 

In addition to soybeans, include kidney, pinto, garbanzo, 
black beans, and other legumes in your diet. Their combination 
of protein, minerals, and soluble fiber can’t be beat. Studies have 
found that eating as little as four ounces (A cup) of beans a day 
can lower LDL cholesterol. Oatmeal is a great source of a soluble 
fiber called beta glucan that lowers cholesterol. This cereal grain 
has also been shown in clinical studies to reduce the adverse ef¬ 
fects of a high-fat meal on the endothelium, which 1 described 
earlier in this chapter. 44 I recommend eating a bowl of old- 
fashioned, slow-cooking oatmeal several times a week. 
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CHOOSE THE PROPER FUEL 

I want to wrap up this chapter on diet with this thought. The en¬ 
gineering specs on every automobile include the type of fuel for 
optimum performance. For most cars it is regular unleaded gaso¬ 
line. More expensive models require premium gasoline, some 
makes run on diesel, and a few bypass petroleum altogether and 
operate on battery power. If you put the wrong fuel in anv of 
these vehicles, expect disaster. 

While our bodies are much more forgiving of improper main¬ 
tenance than a mechanical vehicle (just think what would hap¬ 
pen if you accidentally put diesel in your gasoline-powered car), 
too much of the wrong fuel takes its toll over time. Consider how 
you’ve treated your body up to this point. Does it fit the design 
specs of the human body? Now think how much better it could 
function if you observed its proper care and feeding instructions. 

The human body, as 1 hope I have made clear in these last two 
chapters, is clearly designed to be fueled by plant foods. Vegeta¬ 
bles, fruits, grains, beans, legumes, nuts, and seeds contain plenrv 
of the protein we need for growth and maintance. These same 
plant foods are also the source of essential fatty acids as well as a 
cornucopia of vitamins, minerals, unique phvtonutnents, and 
life-sustaining, health-enhancing fiber. Add to this moderate 
amounts of lean protein from poultry'—and as much salmon and 
other fatty fish as you desire—and you’ll be running on premium. 



CHAPTER 13 


Nutritional Supplementation: 
Essential for Optimal Health 


Vitamins, minerals, and other nutritional supplements 
are an integral part of the Whitaker Wellness Institute’s ap¬ 
proach to treating serious disease. Rather than the prescription 
pad most doctors turn to when treating health problems, we 
have extensive nutritional protocols for dozens of medical con¬ 
ditions. For example, patients with arthritis are able to end their 
dependence on painkillers and regain mobility by supplementing 
with glucosamine sulfate and other compounds that nurture the 
joints. Diabetics can often replace drugs with vanadyl sulfate, 
chromium, and the herb Gymnema sylvestre. Prostate enlarge¬ 
ment is treated with saw palmetto, and menopausal symptoms 
with black cohosh. 

Heart disease is no different. When combined with a low-fat, 
nutrient-rich diet and a regular exercise regimen, targeted nutri¬ 
tional supplements can truly make a difference in both the pre¬ 
vention and reversal of heart disease. This is not conjecture. The 
effectiveness of these vitamins, minerals, herbs, amino acids, es¬ 
sential fatty acids, enzymes, and coenzymes has been proven in 
repeated studies published in top medical journals. It is also 
backed by the experience of the thousands of patients who have 
passed through the Whitaker Wellness Institute over the years. 
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The use of nutritional supplements has exploded over the past 
decade. You need only scan the covers at a magazine rack to ob¬ 
serve the keen interest in this realm of medicine. Articles on vi¬ 
tamins, herbs, and other nutrients are no longer relegated to 
Prevention magazine but are covered in depth in publications 
aimed at women, parents, sports enthusiasts, and even pet own¬ 
ers. Daily newspapers and the evening news routinely cover de¬ 
velopments in the field, and the Internet is home to tens of 
thousands of sites devoted to educating people about, and celling, 
nutritional supplements. Today more than half of all Americans 
take vitamin, mineral, and/or herbal supplements on a regular 
basis. 

Yet controversy over the use of supplements lingers, and the 
most diehard critics come from within the medical profession. 
These skeptics raise a strong voice against the use of nutritional 
supplements, except when there is a specific deticiencv such as 
scurvy (vitamin C), rickets (vitamin D), pellagra (niacinV or 
pernicious anemia (vitamin B12, brought on bv inabilitv to 
absorb this vitamin). They further insist that a “good diet" 
supplies the optimum amount of vitamins and minerals. Ac 
cording to Victor Herbert, M.D., one of the most vociferous 
opponents of nutritional supplements and most even thing 
else in medicine that smacks of the alternative, “There is no 
data which has been published demonstrating that healthy 
people eating a well-balanced diet need anv vitamin supple¬ 
ments.” 1 

This is simply not true, as a careful look at the published re¬ 
search would show. The National Institutes of Health s Office ot 
Dietary Supplements maintains a database of more than 4cYa\Y 
scientific articles from 1,600 medical journals,- but tew physi¬ 
cians consider it a useful investment ot their time to plow 
through the research on nutrition. After all, this is an area ot 
study that has never been valued highly in the medical education 
of budding physicians. As 1 mentioned before, when 1 was a med- 
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ical student we had a few hours of lectures on the role of fat, pro- 
tern, and carbohydrate in the body, and that was that. Even 
today, only a quarter of the medical schools in this country re¬ 
quire coursework in nutrition. Postgraduate education in the 
high-tech, drug-intensive milieu of our hospitals only strength¬ 
ens the belief that inexpensive nutritional supplements have lit¬ 
tle bearing on health. And once a doctor settles down to practice 
medicine, continuing education is most often obtained through 
drug company-sponsored publications and conferences. Is it any 
wonder that so many physicians take Dr. Herbert’s blanket state¬ 
ment at face value. 7 

In this chapter I will tell you why I prescribe a multivitamin 
and mineral supplement program to virtually all of my patients as 
a foundation for good health. In the next chapter, I will show you 
how specific vitamins, minerals, coenzymes, essential fatty acids, 
amino acids, and herbs protect and nurture the heart and cardio¬ 
vascular system. First, lets examine how vitamins and minerals 
work in the body. 


THE FUNCTIONS OF VITAMINS AND MINERALS 

One of the primary functions of vitamins and minerals is as es¬ 
sential constituents of enzymes or coenzymes. Enzymes facilitate 
chemical reactions. They act as catalysts to join different mole¬ 
cules together or to split them apart, without being affected 
themselves. Coenzymes simply assist the action of enzymes. The 
body produces some complete enzymes that do their work by 
themselves. However, most enzymes require a vitamin or mineral 
in order to function properly, and a shortage of the required nu¬ 
trient will prevent the enzyme from doing its job. 

Zinc, for example, is a vital component of the enzyme that 
converts vitamin A to its active form in the eyes. Zinc deficiency 
is a well-known cause of night blindness. Another example is the 
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role of vitamin C as a coenzyme in the synthesis of collagen. Vi¬ 
tamin C assists the enzyme that produces this structural compo¬ 
nent of our tissues, so without adequate vitamin C, collagen 
synthesis is impaired. Wounds heal slowly, gums may bleed, and 
skin bruises more easily. 3 

Other vitamins and minerals work on their own to promote 
metabolic reactions independent of enzymes. For instance, vita¬ 
min D works alone, much like a hormone, to regulate calcium 
metabolism. And some nutrients, such as vitamin B6 (pvndox- 
ine), play multiple roles, sometimes acting as a coenzyme and at 
other times working in an independent fashion. But regardless of 
exactly how these nutrients contribute to the workings of vanous 
metabolic systems, without them the body simply cannot func¬ 
tion as it is meant to. It is easy to see that adequate intakes of vi¬ 
tamins and minerals are crucial to health. 

But what are adequate intakes of vitamins and minerals' 


THE TROUBLE WITH THE RDAs 

The Food and Nutrition Board of the National Academy of Sci¬ 
ences has issued guidelines for vitamin and mineral intake since 
1941. The board has defined the recommended dietary al¬ 
lowances (RDAs) as “the levels of intake of essential nutnenrs 
considered, in the judgment of the Food and Nutrition Board, on 
the basis of available scientific knowledge, to be adequate to 
meet the known nutritional needs of practically all healthy per¬ 
sons.” 

Studies on both human volunteers and animals hav^e K?en 
used to set the RDAs. A clinical deficiency of a nutnent is pro¬ 
duced in a study subject, and starting with very small doses or 
that nutrient, researchers determine how much is needed to 
eliminate evidence of the deficiency. A modest surplus is racked 
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onto this minimum amount for good luck, and voikt! You have 
the RDA. There are several basic flaws in this method. 

First, the focus is entirely on elimination of deficiencies rather 
than on the promotion of optimal health. A very small amount 
of a vitamin or mineral can eliminate evidence of gross defi" 
ciency. On the other hand, larger amounts of the same nutrient 
may stimulate the production of increased amounts of enzymes 
and affect metabolic activities that improve the body’s health 
from just-above-borderline to excellent. 

Riada A. Bayoumi, M.D., and Sidney Rosalki, M.D., of St. 
Mary’s Hospital in London experimented with red blood cells 
taken from well-nourished individuals in whom no vitamin defi" 
ciency was suspected. However, after they added vitamins Bl, 
B2, and B6 to these red blood cells, there were marked increases 
in enzyme production by the cells. If the synthesis of this enzyme 
had been at the maximum level, adding these vitamins would 
not have increased it. 

Next, the researchers supplemented the diets of the study sub" 
jects with vitamins Bl, B2, and B6 for seven days and then re- 
peated the lab test, again adding B vitamins to the red blood 
cells. This time, far fewer additional enzymes were produced by 
the cells, indicating that the seven days of supplementation had 
saturated the enzyme system and brought it to a peak level. 4 
These findings raise an obvious question. Should the RDAs of vi" 
tamins and minerals be set at levels to stimulate peak production 
of enzymes and thus optimal functioning, or should we continue 
to aim for levels that produce enough enzymes only to eradicate 
symptoms of gross deficiency? 

Another flaw in the way the RDAs are established is that very 
limited parameters are used. Blinded to the body of research sug¬ 
gesting broad and multifaceted actions of most nutrients, the 
Board of Nutrition considers only limited effects of each nutrient 
in determining the recommended vitamin and mineral intake. 
The RDAs are supposed to protect the “average healthy person” 
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(if such a person exists) from blatant deficiency diseases, and by 
and large, they do. However, other, more subtle but equally im 
portant effects of these same nutrients are not taken into consid¬ 
eration at all, even when research clearly demonstrates that 
larger amounts may be required to enhance other areas of health. 

Let s take vitamin C as an example. Small amounts of vitamin 
C (75 to 90 milligrams daily, according to the 2000 revisions of 
the RDAs) will prevent scurvy. But what about the research 
showing that men who got more than 300 milligrams daily of this 
nutrient from food or supplements had a 45 percent lower nsk of 
death from cardiovascular disease than those getting less than 50 
milligrams per day? 5 What about the scores of studies showing 
the positive effects of higher doses of vitamin C for improving 
immune function, lowering blood pressure, preventing kidnev 
disease, reducing the risk of prostate cancer, and slowing the pro¬ 
gression of arthritis? How can the Board of Nutrition, in the face 
of all this evidence, set as the RDA the small amount of vitamin 
C needed to prevent scurvy—and warn people against taking 
much more? 

Finally, the RDAs leave little room for individual biological dif- 
ferences, and believe me, these differences can be vast. We are as 
unique on the inside as we are on the outside. There are manv, 
many confounding factors, from body size to activity and stress lev¬ 
els to inherited variations. What is adequate for one person mav be 
inadequate for the next. When you consider how many diffe rent 
functions vitamins and minerals serve, how manv thousands or 
metabolic reactions they are involved in, the assumption that there 
are no inherent differences between individual needs defies reason. 


THE GENETOTROPHIC THEORY OF DISEASE 

The prevailing concept of disease in medicine today, which dates 
back to Louis Pasteur's nineteenth-centurv germ theory* is that 
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individuals are normal until external factors such as germs or 
stress disrupt the equilibrium and cause disease. For instance, a 
virus infects normal cells, causing a cold. Until you had the cold 
vou were clinically a well person. Everyone’s constitution is sup¬ 
posedly strong—as strong as everyone else’s—and those that 
break down do so because of external factors. 

There is a competing theory, also dating back to the nine¬ 
teenth century, which was proposed by French scientist Claude 
Bernard. Dr. Bernard believed that a person’s internal environ¬ 
ment, or “terrain,” is a more important factor in disease than 
what that person is exposed to. He proposed that disease preven¬ 
tion strategies should focus on bolstering this internal terrain. 
Roger J. Williams, Ph.D., the remarkable biochemist who dis¬ 
covered pantothenic acid (vitamin B5), believed as Dr. Bernard 
did, that the internal environment was at least as important to 
health as the external one. Keenly aware of the enormous bio¬ 
chemical variations within the human species, he proposed that 
these underlying differences—and the wide variances in nutri¬ 
tional needs that they cause—are at the root of many of our 
health problems. In 1950, Dr. Williams advanced his gene- 
totrophic theory of disease (geneto referring to genesis or origin, 
trophic referring to feeding or nutrition). 6 Simply stated, a geneto- 
trophic disease develops because of variables in the “terrain” 
leading to deficiencies in certain nutrients. The amount of a par¬ 
ticular nutrient required by one individual may be a hundred 
times that required by another, and unless this demand is met, 
that individual is weakened and made more susceptible to dis¬ 
ease. 

Let’s take the theory of genetotrophic disease out of the text¬ 
book and into the laboratory. D. Lonsdale, M.D., and Raymond 
). Shamberger, M.D., of the Department of Pediatrics, Cleveland 
Clinic, conducted a study involving 20 patients who had disor¬ 
ders such as depression, insomnia, irritability, chronic fatigue, 
nightmares, intermittent diarrhea and constipation, and recur- 
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rent abdominal or chest pains. Most doctors would have sub- 
jected these patients to a battery of tests that would have turned 
up nothing, and then prescribed antidepressants or other drugs 
and psychotherapy to treat their symptoms. 

Drs. Lonsdale and Shamberger went in another direction and 
looked for deficiencies of thiamine (vitamin Bl), which has a 
known role in nerve cell function and energy production. They 
measured the activity of transketolase, a thiamine-dependent en¬ 
zyme, in the red blood cells of these patients and found it to be 
low in 12 of the 20 patients. Diet histories showed that mam of 
the patients were eating a lot of junk food such as soft dnnks and 
candy, which are essentially devoid of vitamins and minerals. 
The 12 patients with low transketolase activity were given a thi¬ 
amine supplement ranging from 150 to 600 milligrams a dav— 
megadoses surely, since the RDA for thiamin is only up to 1.6 
milligrams. In all 12 patients symptoms disappeared over a penod 
of several weeks, and their red blood cell transketolase reactions 
returned to normal.' 

You may ask, why not get those people off all the junk instead." 
That would probably have helped. However, this studv also 
found that there was no measurable difference between the di¬ 
etary patterns of the 12 patients with abnormal thiamine func¬ 
tion and the eight with normal thiamine function. It is likely 
that the combination of the junk food and the greater genetic 
need for thiamine shared by 12 of the patients pnxluced the de¬ 
ficiency that was reversed by supplemental thiamine. 


NUTRITIONAL SUPPLEMENTS FOR 
HEALTH MAINTENANCE 

Deficiency diseases aside, Dr. Williams recommended that 
healthy people take vitamin and mineral supplements as insur¬ 
ance” against possible deficiencies. This ctaes not mean that a nu- 
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mtional deficiency will definitely occur in the absence of sup- 
plementation any more than the failure to have fire insurance 
means that your house is going to bum down. But given the enor- 
mous potential for individual differences from person to person 
and the broad and varied functions of vitamins and minerals, 
supplementation makes sense. 

I recommend that all my patients, regardless of their current 
state of health, take a daily nutritional supplement that contains 
potent doses of all the vitamins and minerals known to play ben- 
eficial roles in human health. I invariably get questions on the 
necessity and safety of such a program, as well as practical queries 
about the best types of vitamins and minerals. So before we move 
on to the specific nutrients I recommend for general health, let 
me answer some of these commonly asked questions. 

I eat a good diet . Why should I take supplements? 

If you truly do eat well, bravo to you. A United States De¬ 
partment of Agriculture survey suggests that few Americans eat 
even the minimum recommended daily servings of fruits and veg¬ 
etables. Seventy-two percent, on the day surveyed, ate no vita¬ 
min C-rich fruits, and 41 percent ate no fruit at all. Eighty-two 
percent ate no broccoli, cabbage or other cruciferous vegetables, 
and 84 percent no fiber-rich whole grain foods. 8 

We’re eating out more than ever—most often in notoriously 
unhealthy fast-food restaurants—and eating more prepared and 
convenience foods at home. Unfortunately, even if you are eat¬ 
ing a well-balanced diet with lots of whole foods, you cannot be 
guaranteed that your food contains all the nutrients you would 
expect. Soil levels of some minerals vary from one geographic 
area to another, as does the mineral content of foods grown in 
various areas. Storage, processing, and cooking further deplete 
jut food of water-soluble vitamins and minerals. Taking a daily 
vitamin and mineral supplement will fill the unforeseen nutri¬ 
tional “holes” in your diet. 
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Are natural vitamins better than synthetic? 

For the most part, vitamins found in food and those svnthe- 
sized in the lab are like identical twins—impossible to tell apart. 
The genuine vitamin, whether found in food or synthesized in a 
lab, is in most cases the same substance. Synthesized ascorbic 
acid, for example, is chemically identical to the vitamin C found 
in food. It is also less expensive and much easier to put into sup- 
plements. You would have to eat handfuls of nature’s richest 
source of vitamin C, acerola cherries, to get the amount of that 
vitamin found in one capsule. Rose hips, another good source of 
vitamin C, contains only 25 milligrams of ascorbic acid per 
100,000 milligrams of rose hips powder. A tablet containing 25C 
milligrams of vitamin C derived solely from rose hips would be 
the size of a basketball! You can bet that most nutritional sup- 
plements containing significant doses of vitamins are largelv syn¬ 
thetic. 

There are two exceptions: vitamin E and beta-carotene. Nat¬ 
ural vitamin E and synthetic vitamin E are mirror images of 
each other: close, but no cigar. The synthetic version works to 
some degree, but because it doesn't “fit" exactly right, it is ies^ 
effective than the natural version. In addition, synthetic vita¬ 
min E, which you can pick out by closely reading supplement 
labels (synthetic E is dl-alpha-tocopherol or dl-alpha-tocophervi. 
while natural E is listed as d-alpha-tocopherol or d-alpha- 
tocopheryl, without an l) contains only the most dominant or 
the tocopherols, alpha. Natural vitamin E, which is often la¬ 
beled “with mixed tocopherols,” also contains beta-, delta-, 
gamma-, and other tocopherols. These other forms of vitamin E 
also play important, though less well-studied, roles irr health 
maintenance. 

In a similar manner, synthetic beta-carotene is a one-shot 
wonder, whereas natural beta-carotene with mixed carotenokk 
includes the gamut of these invaluable plant compounds, incluJ- 
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ing lutein and zeaxanthin, which protect the eyes, and lycopene, 
which guards against cancer and heart disease. You may pay a lit¬ 
tle more for formulations with natural vitamin E and beta- 
carotene, but it’s worth it. Current research demonstrates that 
the synthetic forms of other vitamins, however, are perfectly ad¬ 
equate. 

Can vitamins and minerals be toxic? 

You’ve likely heard that nutritional supplements can be 
toxic—even deadly—in large doses. I have yet to document a 
single fatality definitively attributed to a vitamin or mineral 
supplement. Prescription drugs, on the other hand, when 
used exactly as directed by physicians, are the third or fourth 
leading cause of death in the United States, killing more peo¬ 
ple than automobile accidents, breast cancer, prostate cancer, 
or AIDS. 9 

So what’s the story on vitamin toxicity? Fat-soluble vitamins, 
particularly vitamin A and vitamin D, do have the potential of 
toxicity. By their very nature they collect in the fat cells and 
could build up to dangerous levels. This, however, would require 
taking highly excessive amounts over prolonged periods of time. 
If one were to overdose on fat-soluble vitamins, there would be 
early warning signs of toxicity, which would rapidly subside once 
the vitamin was discontinued. (Women of childbearing age 
should not take more than 10,000 international units of vitamin 
A, for it has been linked with increased risk of birth defects. The 
related nutrient, beta-carotene, is nontoxic.) Vitamins K and E 
are also fat soluble. However, vitamin K is rarely found in nutri¬ 
tional supplements (you see it most often in very small doses in 
formulas aimed at preventing and treating osteoporosis), and vi¬ 
tamin E has been shown to be safe in doses hundreds of times 
higher than the RDA. 

Although some of the trace minerals are potentially toxic, as 



212 / Reversing Heart Disease 


they may upset the balance of mineral metabolism as well as hav- 
ing specific toxicities, reports of adverse effects are rare. Virtually 
all multivitamin and mineral supplements contain trace minerals 
that are within prescribed and balanced levels. When taken as 
directed, they are perfectly safe. 

The water-soluble nutrients, such as vitamin C and the B- 
complex vitamins, are very safe. Excesses of these substances are 
eliminated from the body in the urine. (Notice how yellow vour 
urine is when you’re taking vitamin supplements?) There have 
been reports of people taking very large doses of B6 by itself 
(2,000 to 5,000 milligrams a day; the RDA is around 2 mil¬ 
ligrams) on the inaccurate assumption that this vitamin would 
serve as a diuretic. These individuals experienced weakness and 
loss of sensation as a result of damage to the penpheral nerv es, 
primarily in the lower extremities. Symptoms abated with cessa¬ 
tion of high B6 intake. 

To sum it up, vitamin and mineral supplements taken in rec¬ 
ommended doses (even if the recommendations are much higher 
than the RDAs), are not only safe but also a powerful boon to 
good health. 


THE WHITAKER WELLNESS INSTITUTE 
BASIC SUPPLEMENT PROGRAM 

To reiterate, I believe that everyone, regardless of their state of 
health, needs to take a daily multivitamin and mineral supple¬ 
ment. The goal is to saturate the system with a high but sate dose 
of all the vitamins and minerals that have been proven to be es¬ 
sential for human health. We aim high to make sure we meet the 
needs of all of our patients. As you recall from our earlier discus¬ 
sion of the genetotrophic theory of disease, everyone has unique, 
individualized requirements for various nutnents. Bv including tn 
our basic formula rather hiizh doses of the water-soluble nutn- 
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ents, knowing the body will excrete what it doesn’t use, and safe 
vet therapeutic amounts of the fat-soluble nutrients, we cover all 
the bases. 

A comprehensive multivitamin and mineral supplement 
should contain free-radical-quenching antioxidants such as vita- 
mins C, E, beta-carotene, and selenium. It should include ade¬ 
quate doses of the B-complex vitamins, which are essential for 
the health of the arteries, brain, and central nervous system. A 
broad range of minerals, including bone-building calcium, heart - 
healthv magnesium and potassium, as well as zinc, copper, chrom¬ 
ium, and other trace minerals must be present. 

All these nutrients are contained in the multivitamin and 
mineral formula we prescribe for everyone who visits the 
Whitaker Wellness Institute. Years ago I had my patients mix 
and match bottles of vitamins and minerals to approximate these 
recommended levels. Due to popular demand I formulated my 
own supplement, the Forward Daily Regimen, just to make 
things easier for my patients, and I have updated it several times 
over the past twenty years. Next is a list of my recommended 
daily intake of the most important vitamins and minerals for gen¬ 
eral health. These are the dosages found in Forward, and they are 
appropriate for adults, including women who are pregnant or lac- 
tating, and older adolescents. Children under the age of twelve 
to fourteen should stick with a good multivitamin and mineral 
supplement geared for kids. 

Of course, there are other excellent brands of high-potency 
multivitamin and mineral supplements sold in health food stores, 
and you can always add to your favorite multi to meet my sug¬ 
gested levels. (Avoid one-a-day types of multivitamins. It is im¬ 
possible to fit therapeutic levels of all of these vitamins and 
minerals in one capsule or tablet.) For optimal absorption, take 
your supplements in divided doses with meals. 
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“Vitamin A 
"Beta-carotene 
Vitamin D 

*Vltamtn E (d-alpha-tocopheryl) 
"Vitamin C 
"Folic add 

Thiamine (vitamin B1) 

Riboflavin (vitamin B2) 

"Niacin (vitamin B3) 

"Vitamin B6 (pyridtndne) 

"Vitamin B12 (cyanocobalamln) 

Biotin 

Vitamin B5 (pantothenic add) 

"Caldum 

Iodine 

‘Magnesium 

Zinc 

Copper 

"Potassium 

Manganese 

"Chromium (ptollnate or potyrtcodnate) 

"Selenium 

Molybdenum 

Silica 

Bioflavonoids 


5,000 international units 
15,000 international units 
600 international units 
800 international units 
1,500 milligrams 
800 micrograms 
50mAfigrams 
50 mffligrams 
lOOmflligrams 
75 mflHgrams 
150 micrograms 
300 microgram s 
50 milligrams 
1,000 milh^ams 
150mkropams 
500 milligrams 
30 milligrams 
2 mflHgrams 
90 mflHgrams 
10 mflHgrams 
200 micrograms 
200 microgram s 
125 mkrograms 
25 m Mgjre 
100 mflHgrams 


•These nutrients are particularly important for cardiovascular health. 


In summary, this is the basic nutritional supplement program 
we recommend for all of our patients at the Whitaker Wellness 
Institute. Other nuthents can be added as needed to address spe¬ 
cific medical problems. In the next chapter we will cover the tar¬ 
geted nutritional supplements for reversing heart disease. 



CHAPTER 14 


Nutritional Supplements That Heal the Heart 


No* THAT I’VE LAID THE GROUNDWORK FOR NUTRITIONAL SUP- 
plementation as a prerequisite for good health, let’s look at other 
nutrients 1 suggest you add to your basic supplement program to 
prevent or reverse heart disease. As we discussed in Chapters 3 
and 4, several mechanisms are at work in atherosclerosis. Ele¬ 
vated cholesterol is the best known risk factor, but it is certainly 
not the only one. The ratio of the various types of cholesterol 
and elevations in other blood fats such as triglycerides are im¬ 
portant. So are abnormalities in homocysteine metabolism, in¬ 
flammatory and clotting compounds, and other processes that 
affect the heart and arteries. 

In this chapter I am going to briefly review the mechanisms 
that initiate or promote atherosclerosis and tell you about spe¬ 
cific nutrients that intervene in these processes and help reverse 
heart disease. Let’s begin with free radicals, or oxidative damage. 


ANTIOXIDANTS: FRONT-LINE DEFENSE 

We have talked so much about oxygen in this book and how in¬ 
adequate delivery of this life-sustaining element to the heart 
muscle is at the root of angina and heart attacks. Many of the 
therapies utilized at the Whitaker Wellness Institute in one way 
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or another increase oxygen delivery to the heart and arteries. 
However, there is also a dark side to oxygen. While oxygen is re- 
quired for the production of energy that keeps us alive, it is also 
the primary source of free radicals in our bodies. Free radicals, as 
we touched upon in Chapter 3, are unstable molecules that dam- 
age other molecules by stealing electrons, creating a chain reac- 
tion of destruction. 

Free radicals are perpetrators of heart disease for two reasons. 
First, they damage the arteries, setting the stage for atherosclero- 
sis. Second, they transform LDL cholesterol into its oxidized 
form, which burrows into artery walls and contributes to plaque 
build-up. While it is important to lower your LDL cholesterol 
levels, you can see that it is equally important to protect LDL 
from oxidation. 

Nature has an ingenious system to counter oxidation, antiox¬ 
idants. Antioxidants give up electrons to reactive tree radicals, 
stabilizing them and preventing them from disrupting other mol¬ 
ecules. High levels of antioxidants in the blood have been shown 
to be protective against atherosclerosis, while low levels, as vou 
might expect, are associated with increased risk of heart disease 
A 2001 study published in The Lancet found that blood levels or 
vitamin C were inversely related to death from heart disease— 
men and women with the lowest levels of this important antiox¬ 
idant were twice as likely to die of heart disease as those with the 
highest levels. 1 German researchers came up with similar find¬ 
ings for vitamin E and beta-carotene: Blood levels of these an¬ 
tioxidants were low in people with atherosclerosis. They 
concluded that measuring levels of antioxidants mav be a valu¬ 
able way of assessing risk of heart disease. 2 

Your body produces antioxidants, and you also get them in 
your diet (provided that you eat Iocs of limits and vegetables). 
However, the best way to ensure optimal levels of these crucial 
nutrients is to take supplements of the major antioxidant vita¬ 
mins and minerals: vitamin E, vitamin C, vitamin A, beta- 
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carotene, and selenium. Don’t underestimate the importance of 
this simple step. Researchers at the Centers for Disease Control 
and Prevention (CDC) in Atlanta, Georgia, recently concluded 
a seven-year study that included an astounding number of sub¬ 
jects—more than one million people—and compared death rates 
of those who took various combinations of multivitamin and 
mineral supplements and individual antioxidants with those who 
took no supplements. They found that individuals who took a 
multinutnent plus vitamin A, C, or E had a 15 percent lower risk 
of death from heart attack or stroke than people who did not take 
vitamins. Interestingly, people who took a multivitamin alone 
(most likely a one-a-day supplement with RDA doses) were not 
afforded protection. 3 This supports my contention, which 1 ex¬ 
plained in the previous chapter, that the RDAs for important nu¬ 
trients are just too low. The CDC researchers agreed with this, 
stating: “One explanation is that there may be a minimum dose 
of a single vitamin or combination of supplements necessary for 
risk reduction.” 4 

Vitamin E Reduces the Risk of Heart Attack 

Vitamin E is the most active antioxidant in the lipid or fatty 
portions of the body. It guards against the oxidation of LDL cho¬ 
lesterol by hitching onto LDL particles and neutralizing free rad¬ 
icals. Vitamin E is also highly protective of the endothelial 
lining of the arteries. This was demonstrated in a 1997 study car¬ 
ried out at the University of Maryland School of Medicine in 
Baltimore. When volunteers were fed a high-fat meal, endothe¬ 
lial function in the coronary arteries was dramatically suppressed 
for up to four hours. However, when the volunteers took 800 in¬ 
ternational units of vitamin E and 1,000 milligrams of vitamin 
C along with a high-fat meal, endothelium function remained 
completely normal. 5 

Vitamin E has other protective mechanisms. It improves cho¬ 
lesterol levels, lowers levels of C-reactive protein and other in- 
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flammatory markers, and has a slight blood-thinning effect, en- 
hancing circulation and preventing abnormal blood clots. (We 
will elaborate on these attributes of vitamin E later in this chap¬ 
ter.) This broad spectrum of actions is likely why vitamin E has 
proven so effective in protecting against heart disease. 

Some of the studies on vitamin E are truly astounding. Har¬ 
vard University researchers followed 87,245 female nurses and 
more than 46,000 male physicians and found that the women 
and men taking at least 100 international units of supplemental 
vitamin E had a lower risk (40 percent and 37 percent, respec¬ 
tively) of heart attack or death from heart disease compared to 
those who took no vitamin E. 6 * 7 In the Cambridge Heart .Anti¬ 
oxidant Study (CHAOS), a 1996 double-blind, placebo- 
controlled trial that involved 2,002 patients, half of the studv 
subjects took 400 to 800 international units of vitamin E daily, 
while the other half received a placebo. After an average period 
of 510 days, the patients taking supplemental vitamin E had 75 
percent fewer heart attacks than those taking the placebo.' 

Vitamin E also improves symptoms in patients with estab¬ 
lished cardiovascular disease. Japanese researchers found that 
one month of daily supplementation with 300 milligrams of vit¬ 
amin E reduced angina in heart patients. They attributed this ef¬ 
fect to the vitamin’s ability to improve endothelial function, 
relax the arteries, and prevent spasms that reduce blood flow/ 
Patients with intermittent claudication, exercise-induced leg 
pain caused by atherosclerosis in the arteries of the legs, also ben¬ 
efit from vitamin E. According to a sixteen-year studv bv 
Swedish physician Knut Haeger, M.D., supplementation with vi¬ 
tamin E resulted in slow but significant improvements m pam 
and ability to exercise. 10 

The primary dietary sources of vitamin E are vegetable oils, 
nuts, and seeds. The average American obtains only 11 to 13 in¬ 
ternational units of vitamin E from such foods. To get SCV ro 
1.200 international units, the amount 1 recommend to patients 
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with heart disease, you’d have to eat up to 2,000 almonds— 
which would also give you 16,000 calories and 1,300 grams of fat! 
As vou can see, supplementating this important vitamin is cru¬ 
cial. Make sure you take natural vitamin E, preferably with mixed 
tocopherols, as discussed in the previous chapter. You can tell it’s 
natural if it’s listed on the label as d-alpha-tocopherol or d-alpha- 
tocopheryl. 

Vitamin C Protects the Arteries 

Just as vitamin E is the premier antioxidant in the lipid por¬ 
tions of the body, vitamin C is the most active in the aqueous, or 
water-based, components. Although this vitamin is best known 
as an immune booster and therapy for the common cold, it is also 
highly protective against atherosclerosis. We have known since 
the 1950s that guinea pigs, one of the few mammal species that, 
like humans, does not produce vitamin C, develop atherosclero¬ 
sis when vitamin C is removed from their diet. When the vita¬ 
min is added back in, atherosclerosis is reversed. 11 

Higher intakes of vitamin C are associated with reductions in 
risk of death from heart disease in humans as well. In a five-year 
study, Dr. James E. Enstrom, associate professor at the University 
of California Los Angeles School of Public Health, and col¬ 
leagues analyzed the vitamin C intake of 11,348 adults. They 
found that the men with the highest consumption from food and 
supplement sources (more than 3(30 milligrams per day) had a 45 
percent lower risk of death from cardiovascular disease than men 
with the lowest intake (less than 50 milligrams). The degree of 
protection was less significant for women, but it was still an im¬ 
pressive 25 percent reduction. 12 

Vitamin CTs dominant action against atherosclerosis is to pro¬ 
tect the integrity of the arteries. It blocks free-radical damage to 
the endothelium and promotes healing of injuries that initiate 
atherosclerosis. It is also crucial for the production of collagen, 
an important structural material in the blood vessels and other 
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tissues. Boosting the health of the arteries not only staves off ath¬ 
erosclerosis but also helps normalize blood pressure by making 
the arteries more responsive to signals to dilate and relax. In ad¬ 
dition, vitamin C also has a role in protecting LDL cholesterol 
from oxidation. It is the third-string antioxidant in this 
particular play—if vitamin E and beta-carotene and other 
carotenoid stores are consumed, vitamin C comes to the rescue. 
Furthermore, it regenerates the oxidized vitamin E, refueling it so 
it can get back in the game. Other activities of this crucial an¬ 
tioxidant, which we will return to later include improving blood 
flow by inhibiting platelet aggregation, lowering lipoprotein!a), 
and elevating HDL cholesterol. 

How much vitamin C should you take? As I mentioned earlier, 
all mammals produce vitamin C in their bodies—with the ex¬ 
ception of primates (including us), guinea pigs, and Indian fruit- 
eating bats, which must get this nutrient from their diets. 

To ascertain the optimal intake for humans, two-time Nobel 
Prize winner Linus Pauling, Ph.D., calculated the amount of vit¬ 
amin C most mammals produce for their own use. For example, 
the average amount a goat manufactures is equal to about 5,AY 
milligrams per day in a human, based on body weight. Figuring m 
individual differences. Dr. Pauling estimated the optimal dose or 
vitamin C to range between 2,300 and 9,000 milligrams a dav— 
and more could be required during times of illness or high stress. 

It is impossible to get this amount ot vitamin C trom diet 
alone. Fewer than one in ten Americans eats the recommended 
daily servings of fruits and vegetables, our best dietarv sources ot 
vitamin C. Even if you eat five servings, you get onlv an average 
of 250 milligrams ot vitamin C—and this doesn t take into ac¬ 
count the fragility ot this water-soluble vitamin. ^Tien cooked or 
even cut and left sitting, tfuits and vegetables rapidly begin to 
lose their vitamin C content. Since you will get some vitamin C 
in your diet (peppers, cruciferous vegetables, greens, bemes, and 
citrus fruits are particularly rich sources) I recommend a mini- 
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mum supplemental dose of vitamin C of 1,500 milligrams. You 
can safely increase this to as much as 5,000 to 6,000 milligrams 
per day. 

Although vitamin C is nontoxic, when taken in large doses it 
does have one fairly common side effect: loose stools. To avoid 
this problem, build your dose up gradually, starting with 500 mil¬ 
ligrams per day. Every three or four days, add another 500 mil¬ 
ligrams until you reach your target level. Should you have any 
gastrointestinal distress, cut back by 500 milligrams and stay at 
that dose. 

Other Important Antioxidants 

Although vitamins C and E are the most active of the antiox¬ 
idants in protecting the cardiovascular system, they are by no 
means the only ones we recommend for our patients with heart 
disease. Vitamin A, beta-carotene and other carotenoids, and the 
mineral selenium each have powerful antioxidant and cardiopro¬ 
tective activities of their own. Coenzyme Q10, which we will dis¬ 
cuss later in this chapter, is one of the most powerful antioxidants 
of all, and perhaps the most therapeutic for the heart. 

Furthermore, it is important to understand that these vital nu¬ 
trients work in concert in your body in an intricate dance of de¬ 
struction and renewal. When vitamin E takes a hit from a free 
radical and stops the chain reaction of oxidative damage, it is ox¬ 
idized and must be regenerated by another antioxidant such as 
vitamin C. Other antioxidants, such as glutathione, coenzyme 
Q10, and lipoic acid, can also perform this function, which is 
why I recommend taking a broad array of antioxidants. 

My suggested doses include 5,000 international units of vita¬ 
min A and 15,000 international units of natural beta-carotene, 
preferably with mixed carotenoids. These two nutrients protect 
the arterial walls and inhibit the oxidation of cholesterol. Also 
make sure you take 200 micrograms of the trace mineral sele¬ 
nium, which has independent antioxidant activity and is re- 
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quired for the production of the antioxidant enzyme glutathione. 
Dietary intake of this mineral varies according to soil levels of se¬ 
lenium in the region where food is grown, and repeated studies 
have found that rates of heart disease and cancer are highest in 
areas in which selenium soil levels are lowest. 13 The best- 
absorbed form of this mineral is high-yeast selenium. 


SUPPLEMENTS TO LOWER CHOtfSTEROL 
AND TRIGLYCERIDES 

Getting your cholesterol level under control is important m the 
management of heart disease. As you know, LDL is the mam rvpe 
of cholesterol we’re aiming to lower, for oxidized LDL cholesterol 
builds up in the plaque in artery walls and is a pnme plaver in 
atherosclerosis. Another is lipoprotein(a), a close relative of LDL 
cholesterol, which is surrounded with a strand of stickv protein 
that easily adheres to damaged areas in artery walls. \TDL cho¬ 
lesterol also has ramifications for heart disease. It cames mglvc- 
erides, and elevations in these blood fats are an independent nsk 
factor for heart disease. HDL cholesterol, on the other hand, 
guards against heart disease by ushering cholesterol out or the ar- 
teries, so we want to raise levels of this protective rvpe or choles¬ 
terol. 

As we discussed in Chapter 12, dietary changes will go a long 
way toward lowering cholesterol and tnglycende levels while 
maintaining protective HDL. Cutting out saturated rat and 
adding more dietary fiber—particularly in the form ot oatmeal, 
soy and other beans, and flaxseed—takes a big bite out ot clv> 
lesterol. Many of our patients at the Whitaker Wellness Institute 
have seen remarkable drops in cholesterol by adding one-quarter 
cup of freshly ground flaxseed to their daily diet. (See Chapter 12 
for details.) And eliminating white flour, sugar, and other high- 
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glycemic carbohydrates from the diet is an excellent therapy for 
lowering triglycerides. 

In addition to dietary measures, the following nutritional sup- 
plements stand out for their positive effects on blood fats. 

Fish Oil Tackles Triglycerides 

Fish oil is one of our most potent therapies for heart disease. In 
Chapter 12 I told you about the research linking consumption of 
fish, particularly fatty fish, with decreased risk of heart disease, 
and how its benefits stem from its omega-3 fatty acids. In review, 
these important fats cannot by produced in the body, so it is im- 
?erative that you get them from dietary or supplemental sources. 
Nature's most abundant sources of omega-3s are algae, fatty cold- 
vater fish (which eat algae), and marine mammals like seals and 
vhales (which eat fatty cold-water fish). Because these are not 
:ommon foods on most of our dinner plates, many Americans are 
ieficient in these important fatty acids. 

Interest in the relationship between omega-3 fatty acids and 
lean disease gained momentum in the mid-1970s with the pub- 
lcation of revolutionary research on the dietary habits of the 
Greenland Eskimos. This group of people had an extremely low 
ncidence of heart disease despite the fact that they subsisted on 
l diet composed of more than 70 percent fat. It was determined 
hat the type of fat Eskimos ate, primarily from cold-water fish 
ind marine mammals, protected them. This set off a flurry of 
tudies, which firmly established that two types of fat found in 
hese foods, omega-3 fatty acids known as eicosapentaenoic acid 
EPA) and docosahexaenoic acid (DHA), provide this protec- 
ion. 

I will return to fish oil several times in this chapter, for it mod- 
ilates many of the mechanisms of atherosclerosis, including in- 
lammation, blood clotting, and platelet aggregation. For now we 
rill concentrate on its very powerful effects on blood lipids. Al- 
hough it affects both LDL cholesterol and lipoprotein(a) levels, 
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fish oil is best at inhibiting VLDL production in the liver and re¬ 
ducing triglycerides. In a 2000 review of fish oil and cardiovas¬ 
cular disease, taking 2,000 milligrams of fish oil daily lowered 
VLDL, the primary carrier of triglycerides, by 25 percent in 
healthy people and by 40 to 50 percent in patients with high 
triglyceride levels. In addition, when taken over the course of 
several weeks, this supplement also has been shown to reduce 
concentrations of chylomicrons, triglyceride transporters pro¬ 
duced in the intestine after a fatty meal, and remove the harmful 
remnants of these lipoproteins. 14 

While eating omega-3-rich fatty fish several times a week is 
highly protective against heart disease, few people do it, and ex¬ 
perts estimate that as many as 80 percent of Americans do not 
get adequate essential fatty acids in their diet. 1 ' So in addition to 
eating fish, 1 recommend that all my patients supplement with 
two ^OOO'milligram fish oil capsules daily (the average capsule 
contains 180 milligrams of EPA and 120 milligrams ot PHAV 1 
double, triple, or even quadruple this dose tor patients w ith ex 
tremely elevated triglycerides. 

Fish oil is very safe. Although diabetics are sometimes told ro 
avoid fish oil because it raises blood sugar, this is simplv not true. 
A 2000 review of studies involving 823 patients with type 2 dia¬ 
betes found that fish oil supplementation in doses rangtng from 
3,000 to 18,000 milligrams per day had no negative effects on 
blood sugar control. Furthermore, it significantly lowered the 
triglyceride levels of the many patients in this group who had 
high triglycerides. 1 '' 

The biggest complaint 1 hear from patients regarding fish oil 
capsules is the fishy taste that stays with them all dav. Taking fish 
oil with meals helps with this problem, as does using a very high- 
quality supplement. Good tish oil has a slightly fishy taste and 
odor, but it isn’t overwhelming—if your fish oil tastes really Kid, 
it is probably rancid. Superior technology now exists to eliminate 
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the problem of rancidity, and there are excellent brands on the 
market. (See the resource section for recommendations.) 

The only other abundant source of the omega-3 fatty acids is 
flaxseed oil, which contains alpha-linolenic acid (ALA), the pre¬ 
cursor to EPA and DHA. ALA must be converted in the body 
into EPA and DHA before it is put to use. In most healthy peo¬ 
ple, this conversion is seamless; in those who are ill, it may be 
compromised. The fact that fish oil contains fatty acids in a form 
that is immediately useful to the body makes it my preferred 
source of the omega-3 fatty acids for the treatment of heart dis¬ 
ease. Flaxseed oil, however, is a reasonable substitute—and 
freshly ground flaxseed has benefits of its own, particularly in 
lowering cholesterol, as discussed in Chapter 12. 

When you are taking fish oil, flaxseed oil, or any polyunsatu¬ 
rated oil, it is imperative that you also take potent doses of an¬ 
tioxidants, for these fragile oils are prone to oxidation. Vitamin 
E, in particular, will protect them from the ravages of free radi¬ 
cals. 

Niacin: A Cholesterol-Loivering “Drug” 

Niacin has been around a long time as a cholesterol-lowering 
agent. This B-complex vitamin (vitamin B3, also called nicotinic 
acid or nicotinate) is so good at lowering cholesterol that the 
drug companies have claimed it as one of their own. It is listed in 
the Physicians’ Desk Reference as a therapy for high cholesterol 
levels. Niacin lowers not only LDL cholesterol, but also triglyc¬ 
erides, lipoprotein(a), and fibrinogen (more on this later)—and 
it raises levels of protective HDL cholesterol. In fact, this ne¬ 
glected nutrient has been tested against several classes of newer 
and more dangerous cholesterol-lowering drugs and come out on 
top. 

In a 1994 clinical trial, niacin was compared to lovastatin 
(Mevacor), one of the popular statin drugs for reducing choles¬ 
terol. One hundred and thirty-six patients with elevated choles- 
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twl were enrolled in a twenty-six-week study and randomly as¬ 
signed to take either niacin or Mcvacor. While the statin drug 
was more effective in reducing LDL cholesterol (average reduc 
tion of 32 percent compared to 23 percent tor niacinh niacin 
raised HDL cholesterol hy 33 percent versus 7 percent for the 
drug. Niacin also cut lipoprotein(a) by 35 percent, while Mev a- 
cor had no effect on this marker of heart disease 

Many physicians are reluctant to prescribe this very effective, 
natural therapy because niacin, in the high d^>ses required to 
lower cholesterol levels, has substantial side effects. Liver en¬ 
zymes can go up, indicating chronic stress on the liver, and uric 
acid may rise, which can precipitate attacks of gout. Large doses 
may also elevate blood sugar, making it inappropriate tor diabet¬ 
ics. Furthermore, niacin is not very well tolerated bv many pa¬ 
tients. Because it dilates the capillaries, patients often experience 
an uncomfortable flushing and tingling of the 'kin twenrv to 
thirty minutes after niacin is taken. To get around rhi> common 
side effect, some physicians recommend time-release macm. 1 do 
not. A few studies suggest that it is even more toxic to rhe l:\er 
than regular niacin. 

What we use at the Whitaker Wellness Institute in>read i> 
inositol hexaniacinate, a complex of niacin and inositol va 
B-complex-like vitamin essential for normal liver function V It 
lowers cholesterol levels as well as regular niacin but with none 
of niacins undesirable side effects. Studies dating back to rhe 
l%0s demonstrate that inositol hexaniacinate dropped choles¬ 
terol levels from an average of 344 to 28^ with no side effects 
whatsoever. 18 This compound has been widely used m Europe tor 
more than tour decades not only to lower blcxxf lipids but also to 
improve circulation and reduce calf pain in patients with block¬ 
ages in the arteries of the legs. N 

High-dose niacin, regardless the form, shvxild be taken 
under the supervision of a physician, and bkxxl leveLs or liver en 
ivmes and cholesterol should be monitored even* three months* 
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or so. The usual starting dose of inositol hexaniacinate is 500 
milligrams three times a day for the first two weeks, taken with 
meals. You can then increase your dose to 1,000 milligrams three 
times per day, if needed. The initial dose for regular niacin is 100 
milligrams three times a day with meals, then very gradually in¬ 
creasing to a total daily dose of 1,500 to 3,000 milligrams per day. 
Upping the dose very, very slowly is key to avoiding adverse ef¬ 
fects—do it over the course of four to six weeks. Stay away from 
time-release niacin. Diabetics and people with liver damage 
should avoid high-dose niacin altogether. 

u Qreen” Solutions for Elevated Cholesterol 

Several herbs have a proven ability to lower cholesterol. Gar¬ 
lic, which we discussed in Chapter 12, has positive effects on 
blood lipids, as does gugulipid, the active ingredient in Com¬ 
miphora mukui, an herb with a time-honored history in the med¬ 
icine of ancient India. However, the most promising botanicals 
for treating patients with elevated cholesterol are red yeast rice 
and policosanol. 

Red yeast rice is the fermented product of red yeast (Moruzscus 
purpureus) cultivated on rice. In 1979, researchers discovered 
that this traditional Chinese remedy contained monacolin K 
(also called mevinolin or lovastatin), a substance that inhibits 
the acitivity of an enzyme involved in the production of choles¬ 
terol. Lovastatin was subsequently synthesized and made into the 
first of the statin cholesterol-lowering drugs, Mevacor, which I 
told you about in Chapter 9. Red yeast rice, like the statin drugs, 
lowers LDL cholesterol and triglycerides, and raises HDL (by 31 
percent, 34 percent, and 20 percent, respectively, according to 
one study), but in a safer, gentler manner. 20 This natural supple¬ 
ment does not have the sledgehammer effects of the drugs—the 
dose of monacolin K, or lovastatin, is much lower, and red yeast 
rice contains other compounds such as sterols, isoflavones, and 
fatty acids that also have a beneficial effect on cholesterol levels. 
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The recommended dose of red yeast rice is 1,200-2,400 mil¬ 
ligrams per day. 

Policosanol, an extract of natural plant waxes from sugar cane 
and wheat germ, contains a compound called octacosanol, which 
Cuban scientists found to have exceptional effects on cholesterol 
levels. In one double-blind study, 437 patients with high choles¬ 
terol and other coronary risk factors were assigned to take either 
policosanol or a placebo for 24 weeks. During the first 12 weeks 
of the study, the policosanol group took 5 milligrams per dav, 
then their dose was increased to 10 milligrams dailv for another 
12 weeks. Both doses significantly lowered LDL cholesterol ibv 
an average of 18.5 percent while on a 5-milligram dose and 25.6 
percent on a 10-milligram dose) and total cholesterol (bv 13 and 
17.4 percent, respectively). Furthermore, HDL cholesterol levels 
increased by an average of 15.5 and 28.4 percent with the two 
doses. It was well tolerated, and no adverse events were re¬ 
ported. 21 

This supplement has other benefits for the cardiovascular svs- 
tem. Like aspirin, it decreases the stickiness ot platelets in the 
blood and has positive effects on the lining of the artenes and the 
function of the heart muscle. It also improves symptoms ot inter¬ 
mittent claudication (pain in the legs while walking, caused bv 
atherosclerosis of the arteries in the legs). The suggested dose is 
10 mg per day, taken with the evening meal. (Some people mav 
require as little as 5 mg or as much as 20 mg per dav to notice ef¬ 
fects.) It has no known toxicity or adverse side effects, even 
when taken in very high amounts. 

Because both of these natural products work on the same en¬ 
zyme system as statin drugs, they could theoretically also lower 
CoQlO levels. Although there is no evidence to suggest that they 
actually do this, I would recommend that you cake at least lvX 
mg of coenzyme Q10 daily when taking red yeast rice or polt- 
cosanol, just to be safe. Do not take either ot these herbs it vou 
are taking a statin drug. 
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NUTRIENTS FOR NORMALIZING HOMOCYSTEINE 

In Chapter 3 we discussed the very important role of homocys- 
teine in the development of atherosclerosis. An elevated level 
of this toxic by-product of protein metabolism is as significant 
a risk factor for heart disease as smoking or a high cholesterol 
level. When homocysteine builds up in the blood, blood cells 
become sticky, and the oxidation of cholesterol is accelerated. 
The production of nitric oxide, a short-lived but important sub¬ 
stance that protects the lining of the arteries and prevents the 
adherence of plaque, is also blocked. In short, high levels of 
homocysteine set the stage for atherosclerosis. Harvard re¬ 
searchers compared the plasma homocysteine levels of 271 
participants in the ongoing Physicians’ Health Study who had 
had heart attacks since the study’s onset and found that the 
men with the highest homocysteine levels were three times 
more likely to have a heart attack than those with the lowest 
levels. 11 

B-Complex Vitamins Mop up Homocysteine 

Nature in its infinite wisdom has a means of detoxifying ho¬ 
mocysteine, a process called methylation, in which homocys¬ 
teine is converted into the essential amino acid methionine. 
However, in order for the methylation process to run seamlessly, 
adequate amounts of folic acid and vitamin B12 are required. Vi¬ 
tamin B6, although not an active player in methylation, also 
keeps homocysteine levels in check by converting the toxin to 
cysteine, another harmless amino acid. The kicker here is that 
many of us do not get sufficient amounts of these B vitamins in 
our diets. This impedes methylation and allows homocysteine 
levels—and risk of heart disease—to rise. 

Elevated homocysteine is also a player in hypertension, cancer, 
Alzheimer’s disease, and other disorders, so I recommend that all 
my patients supplement with the B-complex vitamins, in the 
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doses suggested in the previous chapter. However, if you have 
heart disease, you need even greater protection. For vitamin B6 I 
suggest a dose of 100 milligrams and for folic acid, 1,200 to 1,600 
micrograms. Dosage recommendations for vitamin B12 are age- 
dependent. As we get older, absorption of vitamin B12 is fre¬ 
quently impaired due to declines in our production of gastnc acid 
and a substance called intrinsic factor, both required for the 
absorption of vitamin B12. Therefore, if you are over sixtv-five 
years of age, 1 recommend upping your intake with monthlv 
B12 injections (talk to your doctor about this) or dailv 1,000- 
microgram sublingual supplements. Vitamin B12 is quite safe, but 
very high intakes of vitamin B6 (500+ milligrams per dav tor pro¬ 
longed periods) may cause nerve damage. 

According to Kilmer S. McCully, M.D., the physician who 
laid the foundation for our understanding of homocysteine’s role 
in heart disease, most people will be able to keep homoevsteme 
levels under control with supplemental B vitamins. However, he 
feels that those at greatest risk may benefit from additional 
methyl donors, which, like folic acid and vitamin B12, help con¬ 
vert homocysteine into methionine. 23 The most common and 
readily available supplemental methyl donor is mmethvlglvcine 
(TMG, sometimes called betaine), which is obtained from beers. 
The recommended dose is 1,000 milligrams dailv. 

Because the B-complex vitamins work in tandem, you should 
always take them together. Select a multivitamin formula that 
contains the entire gamut of B vitamins, but make sure it has 
therapeutic (i.e., higher than the RDA) doses of vitamins 
B12, and folic acid. 


DAMPEN INFLAMMATION AND IMPROVE BLOOD ROW 


The revolutionary discovery over the past tew years that athero¬ 
sclerosis is an inflammatory disease has irrevocably altered rhe 
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way scientists look at heart disease. Let’s briefly review this con¬ 
cept. Active lesions in the arteries, especially the smaller, more 
dangerous vulnerable plaques, are hotbeds of inflammatory ac¬ 
tivity that can disrupt plaques and precipitate a heart attack. 
Blood levels of one inflammatory compound, C-reactive protein, 
have been shown in several studies to be the strongest single pre¬ 
dictor of future heart attack or other coronary events. And when 
coupled with total cholesterol to HDL ratio, C-reactive protein 
blows the predictive value of all other markers of heart disease 
out of the water. :4 

Closely associated with inflammation is blood clotting. 
Whenever there is an injury to a blood vessel, a chemical mes¬ 
senger called thromboxane A2 rallies clotting factors to stop 
blood loss. Fibrinogen gathers platelets in the blood together to 
form a blood clot to seal the injury. After the immediate danger 
has passed, fibrinolysis gets under way to break down the blood 
clot and removed excess clots, which could lodge in a coronary 
artery and instigate a heart attack. When levels of thromboxane 
A2, fibrinogen, and other clotting factors are out of balance, the 
blood becomes sluggish, clotting increases, and you are at in¬ 
creased risk of heart attack. 

Some researchers now believe that the statin drugs reduce the 
risk of heart attack not so much because they lower cholesterol 
out because they also dampen inflammation and bring down 
levels of C-reactive protein. Red yeast rice and policosanol, dis¬ 
cussed earlier in this chapter for their ability to cut cholesterol 
levels, also appear to have positive effects on markers of inflam- 
nation and/or clotting. Likewise, the reason low-dose aspirin is 
>uch a powerful preventive therapy against heart disease is that it 
owers inflammatory and clotting factors in the blood. (For more 
on aspirin, which 1 strongly recommend for patients with heart 
disease, please see Chapter 9.) Now I’m going to tell you about 
other nutritional supplements that intervene in the cycle of in- 
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lug Near! 

Fish Oil Steps m Again 

As I mentioned earlier, the omega-3 fatrv acids in fish oil work 
in several ways to enhance cardiovascular health, and one the 
most important involves inflammation. EPA, one of rhe cardiopn^- 
tective compounds in fish oil, is converted into anti-inflammatory 
prostaglandins, messenger molecules that regulate cellular actum 
thmughour the body. One of these beneficial pmstaglandins, FOE' 
not only has mild anti-inflammatory effects of its own, bur also in¬ 
hibits the pnxluction of pro-inflammatory prostaglandins, which 
are pnxluced in response to injury. 

In addition, omega-3 fatrv acids influence clotting factors m 
the Hood. Thev curtail the pnxluction of thromboxane A2 and 
fibrinogen, which are involved in the formation of blood clots. 
They also stimulate the pnxluction of other chemical messengers 
that discourage platelet aggregation.^ This combination of ben 
efits is yet another reason not to overlook the importance of sup 
plemental fish oil. (See page 224 tor dietary recommendations ' 

Vitamin E Does It All 

We once again return to the therapeutic powers ot viramin E. in 
addition to its many other benefits, this versatile antioxidant also 
dampens inflammation. It has been shown in laboratory studie> 
to dramatically reduce the pnxluction of a chemical messenger 
that rallies the immune svstem and signals the liver to make more 
C-reactive pnxem. As you mav recall, levels ot thus inflammatory 
compound are highly predictive ot heart disease nsk 

Drs, Ishwarlal Jialal and Sridevi CVvaraj ot the L niversitv ot 
Texas Southwestern Medical Cenrer in Dallas measured levels or 
C-reactive pn>tein in 47 patients with either mild or severe tvpe 
2 insulin-resistant diabetes (diabetics are at extreme risk ot ath 
envsclenvsis) and compared them with those of a contiol gnxip or 
25 healthy volunteers. At the study's onset, L. reactive pn*em 
levels were twice as high in the patients with severe diabetes and 
one-third higher in those with mild diabetes, compared to the 
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control group. The study subjects were then supplemented with 
1,200 international units daily of vitamin E for three months. 
When they were retested at the study’s conclusion, C-reactive 
protein levels in patients with mild diabetes had fallen to normal 
levels, and they had leveled out at about 33 percent above nor¬ 
mal in patients with severe diabetes. 26 

Vitamin E is also a safe and gentle blood thinner. It blocks an 
enryme involved in clot formation and inhibits platelet aggrega¬ 
tion, thus improving blood flow. A 1999 British study found that 
doses as low as 75 international units of natural vitamin E daily 
over a two-week period ameliorated platelet aggregation. 27 Ques¬ 
tions have been raised about the possibility of vitamin E thinning 
the blood too much, and some patients who are taking aspirin or 
prescription blood thinners such as warfarin (Coumadin) have 
been told that it is not safe to take vitamin E at the same time. 

The truth is there has not been a lot of research in this area. 
One study suggests that taking vitamin E and low-dose aspirin 
concurrently provides better protection against heart disease 
than aspirin alone, 28 and a small study published in the American 
Journal of Cardiology reported the safety of taking Coumadin and 
vitamin E together. 29 Millions of people in this country—includ¬ 
ing a significant number of cardiologists—are taking both aspirin 
and vitamin E, and the Coumadin-E combo has never been an 
issue in all my years of clinical experience. Although I very, very 
rarely prescribe Coumadin, many of my patients take low-dose 
aspirin and vitamin E together and reap the benefits of both. 

Again, my recommended dose of natural vitamin E for people 
with heart disease is 800 to 1,200 international units per day. 


SUPPLEMENTS THAT STRENGTHEN THE HEART 

The primary concern in this book, atherosclerotic heart disease, 
is more a disease of the arteries than the heart. However, the 
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most serious and life-threatening outcome of rhts disease_ 1 

heart attack—involves damage to the heart itself. When the 
heart muscle is deprived of oxygen (a condition known as is¬ 
chemia), inflammatory chemicals rush to the area, unleashing 
massive amounts of free radicals and causing cells ro die Even it 
the heart attack is not fatal, areas of the muscle are severely dam¬ 
aged, and a significant number of patients who have survived i 
heart attack or have extensive heart disease eventually develop 
heart failure. This condition arises when the weakened hearr 
muscle simply cannot maintain circulation and fluid p\vls in rhe 
lungs and extremities. In fact, heart failure is often described as 
the end stage of heart disease. 

The two supplements I am going to discuss next are crucial for 
anyone who has or is at risk of heart failure, as both are highly 
effective in protecting and preserving the hem muscle. Yer 
because these supplements have widespread cardiovascular 
benefits, I recommend them for all of mv patients with heart Jis 
ease. 

Coentym* QIO: Miracle Nutrient for the Heart 

Every patient who comes to the Whitaker Vt ell ness Institute 
with a diagnosis of heart disease is immediately starred on coen 
zyme QIC. CoQlO is involved in energy production within rhe 
mitochondria of your cells. It is the spark plug that gets things 
going. Because the heart is such a husv muscle, beating more 
than 100,000 times every day, CoQlO is highly active in the 
heart. In addition to its role in energy production, Cov^lO has 
one other very important attribute: It is an exceptionally potent 
and active scavenger of lipid free radicals. It stabilizes the mem 
branes of heart muscle cells and protects them against oxidative 
damage. 

Supplemental CoQlO has also been demonstrated to reduce 
chest pain and improve exercise tolerance in patients with 
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chronic stable angina. It can lower blood pressure, improve per¬ 
formance on exercise stress testing, and smooth out arrhythmias. 

These diverse actions make coenzyme Q10 a requisite therapy 
tor all conditions affecting the cardiovascular system. Peter H. 
Langsjoen, M.D., a Texas cardiologist who has authored a num¬ 
ber of studies on CoQlO, has been documenting the benefits of 
this supplement for more than thirty years. With CoQlO, Dr. 
Langsjoen is routinely able to reduce heart medications by 40 to 
50 percent, and a significant proportion of his patients have be¬ 
come drug-free. 

The bulk of the research on coenzyme Q10 has been on its use 
in the treatment of heart failure, which, as I mentioned above, is 
increasingly common in patients with long-term atherosclerotic 
heart disease. Heart failure is a serious and debilitating condition 
with an offen-poor prognosis. It requires heavy-duty drug regi¬ 
mens or, in severe cases, heart transplant. Patients suffering with 
heart failure are virtually always deficient in CoQlO. The late 
Karl Folkers, M.D., who is considered to be the “father” of coen¬ 
zyme Q10, measured CoQlO levels of patients with heart failure 
and compared them to levels of a control group of healthy indi¬ 
viduals. He found that three-quarters of the ill patients had mod¬ 
erate to severe CoQlO deficiencies in the heart muscle. 30 Other 
studies have indicated that the severity of heart failure corre¬ 
sponds to the severity of deficiency. 

The good news is that supplementing with CoQlO dramati¬ 
cally prolongs the life of patients with heart failure. In one 
study, taking CoQlO cut the average yearly death rate of pa¬ 
tients with heart failure by 26 to 59 percent. 31 1 have had dozens 
of patients at the Whitaker Wellness Institute with very serious 
heart failure whose conditions were reversed by taking large 
doses of coenzyme Q10. Some were even awaiting a heart trans¬ 
plant, and after taking CoQlO for a few months, they got off 
the transplant list! 

My first patient to experience the incredible benefits of 
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CoQlO was Charmaine. When she came to see me she was as 
near death as any patient I had ever seen. The poor function¬ 
ing of her heart had resulted in the collection of more than 7C 
pounds of excess fluid. Her legs were so swollen that the skin 
had split, and when she wasn’t in a wheelchair, she was propped 
up in bed, breathless and disoriented. She was on all the stan¬ 
dard medications for severe heart failure, and she had been told 
she had no more than six months to live. All I did was start her 
on a nutritional regimen, including large doses of coenrvme 
Q10. The results were immediate and miraculous. Within a few 
weeks she had lost all the extra fluid and was out of bed, en¬ 
gaging in most of her usual activities. Four years later Char¬ 
maine was taking no heart medications at all and was leading a 
normal, active life. 

As 1 described in chilling detail in Chapter 9,1 am convinced 
that one reason so many patients with coronary heart disease de¬ 
velop heart failure is because of the enormous populantv of the 
statin cholesterol-lowering drugs. While these drugs reduce the 
production of cholesterol in the liver, they also lower the pro¬ 
duction of coenzyme Q10—in the very group ot patients who 
need it the most. According to one study, statin drugs lowered 
CoQlO levels by 40 percent! 32 The drug companies seem to 
know this, for one of them has patents on statm-CoQlC combi¬ 
nation drugs, but they haven’t come out with such drugs, nor do 
they educate physicians or patients about this verv real danger ot 
taking statins. 

CoQlO is synthesized in the body, and it is present in our diet. 
(Beef, poultry, and broccoli are particularly good sources.) How¬ 
ever, if you have heart disease, coenzyme QIC should be high on 
your list of essential supplements. The dose we recommend tor 
our heart patients is 200 to 400 milligrams per dav, in divided 
doses. (Patients with heart failure may double this dose.) Because 
it is fat soluble, this supplement is much better absorbed when 
taken with some oil or tat. Oil-based capsules are probablv the 
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best-absorbed form, and chewable wafers that contain a little sta¬ 
bilized oil are also good. Take them with meals to ensure even 
better absorption. 

L-Carnitine 

L-camitine is also involved in cellular energy production. It is 
cntical in the transportation of fatty acids into the mitochondria, 
where they are burned for fuel. If coenzyme Q10 is the spark plug 
in this process, carnitine is the fuel pump, and a well-functioning 
heart requires both. Healthy heart tissues have plenty of carni¬ 
tine reserves. Those with a less than adequate oxygen supply are 
often deficient in this essential nutrient, which may lead to 
angina and other symptoms of heart disease. 

Several studies document supplemental carnitine s ability to 
reduce angina and risk of heart attack. It improves exercise en¬ 
durance and may even be an effective alternative to drugs used 
to treat angina. In one study, 200 patients with angina brought 
on by exercise were treated with the usual drugs (nitroglycerin, 
beta-blockers, calcium channel blockers, etc.) alone, or drugs 
plus 2,000 milligrams daily of carnitine. After six months, the 
group taking carnitine had improvements in performance on ex¬ 
ercise stress testing—including a 70 percent reduction in EKG 
changes indicative of inadequate oxygen delivery to the heart. 
They also experienced fewer arrhythmias and more significant 
drops in cholesterol and triglycerides than the patients who were 
taking only medications. 33 

Because they are both involved in energy production, 
l-camitine and coenzyme Q10 work synergistically, and I recom¬ 
mend you take them both. The suggested dose of l-camitine is 
1,000 to 2,000 milligrams in divided doses. It is very safe, with 
no known side effects. Make sure the supplement you take is 
l-camitine, not d-camitine or d,l-camitine—the d form inter¬ 
feres with natural l-camitine. 
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PROTECT and nurture your arteries 

Maintaining the integrity of the coronary artenes is key in the 
prevention and treatment of heart disease. Vitamins C and E and 
other antioxidants protect these delicate structures from free rad¬ 
ical damage. The B-complex vitamins keep down levels of ho¬ 
mocysteine, which is particularly damaging to the endothelial 
cells lining the arteries. And the nutrients that curt inflamma¬ 
tion also nurture the blood vessels in their own way. 

There are two other nutritional supplements I want to tell vou 
about that prevent and treat heart disease because of their unique 
effects on the arteries: magnesium and arginine. 

Magnesium: Multifaceted Mineral for Heart Disease 

Magnesium is a vital nutrient for your cardiovascular system. 
It increases the hearts supply of oxygen, retards vessel blockages, 
and prevents the formation of blood clots. Magnesium also has a 
relaxing effect on the smooth muscles of the artenes and other 
tissues. This makes it an invaluable therapy for muscle spasms, 
asthma (which involves dilation of the bronchioles^, and. or 
course, cardiovascular disease. 

Let’s first look at magnesium’s effects on high blood pressure 
which, in a nutshell, is caused by too much tension in the arter¬ 
ies. Population-based studies have shown that people who con¬ 
sume higher levels of magnesium have lower bleed pressures. 
Geographic areas with naturally high levels ot magnesium in the 
water enjoy lower rates of hypertension and other cardiovascular 
diseases. In a 1998 study, 60 patients with hypertension, ranging 
in age from the mid-thirties to the mid-seventies were divided 
into two groups and given either magnesium supplements or a 
placebo for eight weeks. The two groups were then crv»sed 
over—those on magnesium were switched to the placebo, and 
vice versa, for another eight weeks. Blood pressures were signifi¬ 
cantly lower when the patients were taking magnesium, and the 
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individuals with the highest blood pressure at the study’s onset 
had the greatest reductions. 34 

Despite the findings of these and other studies, most physi¬ 
cians ignore the clear association between magnesium and hy¬ 
pertension. Instead, they prescribe drugs such as diuretics, which 
actually deplete your body of this precious mineral, and calcium 
channel blockers. Calcium channel blockers, as their name im¬ 
plies, prevent calcium from entering cells. This promotes relax¬ 
ation of the artery walls so that blood can flow more freely, 
angina eases, and blood pressure falls. 

Guess what? Magnesium does the same thing! In fact, it has 
been called “nature s calcium channel blocker” because it too re¬ 
stricts the entry of calcium into cells. This is how it relaxes the 
arteries and improves blood flow. Yet magnesium has none of the 
harmful side effects of these drugs, which in some studies have 
been shown to actually increase the risk of heart attack. (See 
Chapter 9 for more on these drugs.) 

Another very important protective mechanism of magnesium 
is its ability to restore normal heart rhythm. Heart attacks turn 
fatal when abnormal arrhythmias develop. The heart turns from 
a powerfully beating muscle that moves life-sustaining blood 
throughout the body into a quivering, ineffective organ with er¬ 
ratic electrical activity. Because magnesium is involved in the fir¬ 
ings of nerves and muscles, it helps smooth out arrhythmias. This 
can mean the difference between life and death for some patients 
with heart disease. 

Although it is most commonly taken as an oral supplement, 
studies show that intravenous magnesium can correct even se¬ 
vere, life-threatening cardiac arrhythmias. When given to pa¬ 
tients immediately after a heart attack, it can be a lifesaver. In 
one study of 194 acute heart attack patients who were not can¬ 
didates for blood thinners, 96 patients received intravenous mag¬ 
nesium for forty-eight hours while 98 received a placebo. The 
benefits of magnesium treatment were dramatic. The in-hospital 



death rate for patients receiving magnesium was onlv a quarter 
that of the placebo group, and they also expenenced tar fewer 
complications. 15 

Unfortunately, the typical American diet of meat, dairv prod¬ 
ucts, and processed foods has produced a near-epidemic of mag¬ 
nesium deficiency in this country, with most adults getting harelv 
halt the government's meager recommended daily amounts. It 
you have heart disease, supplementation is crucial to ensure ade- 
quate magnesium levels. The recommend dose is l AY mil 
ligntms of magnesium daily, balanced in a 1:2 or 11 ratio with 
calcium, which has heart benefits of its own (1,000 milligrams of 
magnesium to 1,OCO to 2,iXX) milligrams of calcium). 

Arginine: Artery-Protecting Ammo Acid 

The artenes are not passive pipes but responsive conduits that 
send out and pick up chemical signals, contract or relax .is 
needed, and repair themselves. The inner lining of the artenes, 
the endothelium, produces a number of chemical messengers, 
and one of the most important is the gaseous molecule nime oxy¬ 
gen (NO). NO signals the release of important hormones and 
acts as a neurotransmitter in the brain. It is used bv the immune 
system to kill marauding bacteria and cancer cells. NO is even 
involved in the formation of erections. Most important for our 
discussion, it protects the cardiovascular system, helping to stave 
off heart disease. 

As we discussed in Chapter 2, NO combats heart disease m 
several ways. It pa>tects the endothelial cells, it is a potent an¬ 
tioxidant (more powerful than vitamin E, according to some 
studies), and it prevents platelets in the bkxxl from sticking to¬ 
gether. NO also relaxes the artenes and prevents artenai spasms 
that cause angina. (This is how nitroglyeenn works to relieve 
chest pain in heart patients—it is converted to NO.) 

Unfortunately, once the atherosclerotic process has taken 
hold, it izains a momentum of its own. imaged artenes make 
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less NO, and inadequate production of NO increases arterial 
damage. There is a way, however, to break this vicious cycle. An 
essential ingredient in the production of nitric oxide is the amino 
acid 1-arginine. 36 By taking supplemental arginine you provide 
your remaining healthy endothelial cells with the raw material 
they require to boost production of NO. Arginine supplements 
have been shown to restore normal function in damaged arteries. 
A study published in Circulation showed that long-term arginine 
supplementation in patients with high cholesterol was associated 
with a reduction in the thickness of plaque. 37 Other studies have 
demonstrated improvements in exercise capacity, peripheral 
artery disease, and angina. 

When NO was first discovered in the arteries, it was named 
endothelium-derived relaxing factor (EDRF) because it is such a 
powerful vasodilator Released by the endothelium, it signals the 
smooth muscle cells of the arteries to relax, thus increasing their 
diameter. Therefore, NO is a primary regulator of blood pressure, 
and when its synthesis is inhibited, blood pressure soars. Boost¬ 
ing NO levels with supplemental arginine is an effective therapy 
for hypertension. An Italian study of patients with newly diag¬ 
nosed mild hypertension demonstrated that two grams of oral 
arginine lowered systolic blood pressure by 20 mm Hg after only 
a week of supplementation. 35 

The recommended starting dose of arginine is 1 gram three 
times a day, although some people require double that dose 
(2 grams three times a day) to notice benefits. Like other amino 
acids, arginine is best absorbed when taken on an empty stomach, 
or at least in the absence of protein. If you experience stomach 
upset when taking it this way, try it with some carbohydrate- 
ion taming food, but eating protein at the same time may impair 
absorption. Consult your physician before starting arginine if 
you are taking Viagra, nitroglycerin or a related drug, or if any 

the following currently apply to you: pregnancy, migraines, auto¬ 
immune disorders, AIDS, cirrhosis, depression, or breast cancer 
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Iron: One Supplement You Don't Need 

If you have heart disease, there is one nutritional supple¬ 
ment you do not want to take, and that is iron. Iron is an es¬ 
sential mineral, and defidenaes are quite common in areas of 
the world where malnutrition is an issue, as well as among 
teenage girls and pregnant women in this country. However, for 
most Americans-and particularly those concerned about heart 
disease—the issue with iron is not defidendes but excesses. Un¬ 
like other minerals, iron is not excreted from the body. Once in¬ 
side, it must either be used or stored, and excesses of stored 
iron are very harmful. Iron accelerates the production of free 
radicals that bode ill for many systems in the body, induding 
the heart and arteries. It oxidizes LDL cholesterol, and it harms 
the arteries, both through free radical damage and by interfer¬ 
ing with the action of nitric oxide. High iron stores have been 
linked to an increased risk of heart attack. 39 

Eating lots of iron-rich red meat an ause excessive iron 
buildup, as an hemochromatosis, a fairly common inherited 
disease. An often-overlooked source of excess iron is nutritional 
supplements, so make sure your multivitamin and mineral sup¬ 
plement does not contain iron (unless, of course, you are at high 
risk of Iron defidency). I also recommend having periodic blood 
tests for ferritin levels, espedally as you get older. If you are 
storing too much iron, there is an easy and altruistic way of get¬ 
ting rid of it: give blood regularly. 


(although arginine tights mans types of cancer, vers high J«.'se> 
may increase breast tumor growth). While there are no firm con¬ 
traindications to arginine in these conditions, I believe it i> pm- 
dent to wait until further research clarities potential interactions. 
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SUPPLEMENTS TO IMPROVE INSULIN RESISTANCE 

As we discussed in Chapter 3, insulin resistance and heart disease 
all too often go hand in hand. This condition arises from an in- 
ability of the cells to properly utilize insulin—insulin knocks on 
the cells to let glucose in, but there is no answer. Blood sugar lev¬ 
els thus rise, and the pancreas chums out more and more insulin 
until the cells finally get the message and allow glucose to enter. 
Insulin resistance is associated with elevated triglycerides, low¬ 
ered HDL cholesterol, and abnormalities in clotting and inflam¬ 
matory factors. 

If you are overweight, especially around the abdomen, and 
have high blood pressure or high triglycerides, it is likely that you 
are insulin resistant. Because heart disease and insulin resistance 
are so closely related, the Whitaker Wellness Institute treatment 
program for the two conditions is similar. (For more on insulin 
resistance and diabetes, read my book Reversing Diabetes .) Both 
include regular exercise, a diet very close to that detailed in this 
book, and a basic high-dose nutritional supplement regimen like 
the one described in the previous chapter. For my heart disease 
patients who are also diabetic or insulin resistant, however, I like 
to add the following supplements. 

Chromium-Vanadium: One-Two Punch Against Insulin 
Resistance 

Two of the most effective supplements for insulin resistance 
and type 2 diabetes are the trace minerals chromium and vana¬ 
dium. Both of these minerals improve insulin resistance by in¬ 
creasing the cells’ sensitivity to insulin—they stimulate receptors 
on the cells that let glucose enter. 

At least fifteen controlled studies support chromium’s positive 
effects on blood sugar and insulin levels. It affects another aspect 
of insulin resistance as well: Chromium facilitates weight loss 
and thus helps combat obesity. In addition, this mineral modestly 



244 / Reversing Heart Disease 

improves blood lipid levels. 40 Chromium deficiencies are not un- 
common in people with atherosclerosis. Howard A. Newman, 
M.D., of Ohio State University, compared angiography findings 
with blood chromium levels and found that patients with signs of 
coronary artery disease had significantly lower chromium levels 
than patients with intact arteries. 41 The best-absorbed forms of 
chromium are chromium polynicotinate and chromium picoli- 
nate, and my recommended dose is 200 to 400 micrograms per 
day. 

Much of the research on vanadyl sulfate, the most commonly 
used form of the trace mineral vanadium, has involved using verv 
high doses (100 to 150 milligrams) to treat diabetes. Several 
studies have demonstrated that this mineral lowers blood sugar 
levels in both type 1 and type 2 diabetics, sometimes quite dra¬ 
matically. 42 Hie dose of vanadyl sulfate we recommend tor our 
patients with insulin resistance is much less than the therapeunc 
dose for diabetes. Fifteen to 45 milligrams per day is adequate to 
help improve insulin sensitivity, and it is safe and well tolerated 
by most people. Minor side effects may include gasta^intestinal 
upset. 

Versatile L ipoic Acid 

Lipoic acid (also called alpha lipoic acid or thioctic acid) is an 
antioxidant that works in both the aqueous and lipid areas of the 
body. It is a very small molecule and is thus able to enter virtu¬ 
ally all tissues to neutralize free radicals. Because it is so powerful 
and versatile, we use lipoic acid at the Whitaker Wellness Insti¬ 
tute for many conditions. Lipoic acid has been very well studied 
for its ability to lower blood sugar and to improve insulift senM- 
tivity, and for this reason it should be ot interest to heart patients 
who also have insulin resistance. 4 ' The recommended dose is a 
minimum of 100 to 200 milligrams per day, although patients 
with diabetes may take up to 600 milligrams. 
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REVIEW OF SUPPLEMENT RECOMMENDATIONS 

As I mentioned in the previous chapter, a foundation of good 
health is a high-potency daily multivitamin and mineral supple¬ 
ment. It your multinutrient supplement does not meet my rec¬ 
ommended levels of vitamins and minerals listed on page 246, 
make sure you beef them up to approximate the suggested doses. 
Once you have this covered, then consider adding some of the 
nutritional supplements for reversing heart disease discussed in 
this chapter. These supplements are safe and well tolerated. If 
you are pregnant or nursing, consult your physician before taking 
any of these supplements. (With the exception of fish oil, I do 
not routinely recommend these “extra” supplements for chil¬ 
dren.) 

In this chapters text, I grouped the various nutritional supple¬ 
ments according to which risk factors they address. Here, in sum- 
man, I am listing them with suggested doses and primary modes 
of action. (Keep in mind, however, that many supplements have 
multiple therapeutic benefits.) 

Do not be overwhelmed by this rather lengthy list—it could 
have been much longer. Other herbs such as hawthorn, addi¬ 
tional amino acids like 1-lysine, and other nutrients also have a 
place in the treatment of heart disease. I only included what I 
feel to be the cream of the crop. Notice that the starred nutrients 
are found in most multivitamin and mineral supplements (al¬ 
though most likely in smaller doses). With the exception of argi¬ 
nine, take your supplements with food and in divided doses. At 
the institute we suggest taking them with breakfast and with din¬ 
ner for maximum absorption, tolerance, and compliance. 
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Nutritional Supplement and 
Primary Actions 

Suggested Dose 

To Counter Free Radicals (Antioxidants) 

•Vitamin E 

800-1,200 international units 

•Vitamin C 

1,500-5,000 milligrams 

‘Beta carotene 

15,000 international units 

•Vitamin A 

5,000 international units 

’Selenium 

200 mkrograms 

To Lower Cholesterol and Triglycerides 

Fish oil 

Inositol hexaniadnate 

2,000-10,000 milligrams 

{nladn derivative) 

500-1,000 milligrams 3 times a day 

Red yeast rice 

U00-2,400 milligrams 

Policosanol 

10 milligrams 

To Keep Homocysteine In Control 

’Folic add 

1,200-1,600 micrograms 

•Vitamin B12 

100-1,000 mkrograms 


(age-dependent) 

•Vitamin B6 

100 milligrams 

Trlmethylglydne 

1,000 milligrams 

To Strengthen the Heart Muscle 

Coenzyme Q10 

200-400 milligrams 

L-camltlne 

1,000-2,000 milligrams 

To Protect end Relax the Arteries 

•Magnesium 

1,000 milligrams 

(balanced with 1,000-2,000 milligrams 


caktum) 

L-arglnlne 

3,000 milligrams 

To Improve ktsudn Resistance 

•Chromium 

200-400 mkrograms 

vanadyl sulfate 

15-45 milligrams 

Upolc add 

100-200 milligrams 

•Found in most multivitamin and mineral supplements, although not aUa\> n 

sumjested dtwes 




CHAPTER 15 


Exercise for a Healthy Heart 


Imagine sitting in your doctor’s office. He says, “I’m going 

to write you a prescription that will help you lose weight, elimi¬ 
nate insomnia, reduce stress and anxiety, curb your appetite, im¬ 
prove your creativity, tone your muscles, enhance your 
self-image, increase your confidence, protect you from a heart at¬ 
tack and diabetes, and, regardless of how you feel now, make you 
feel better.” 

“Wonderful,” you say, “but that must cost a lot.” 

“No, it’s free except for about thirty to forty-five minutes of 
vour time four or five days a week. It’s exercise.” 

Virtually every patient who comes to the Whitaker Wellness 
Institute goes away with an exercise prescription—it is an essen¬ 
tial part of our treatment program for all health challenges, and 
heart disease is no exception. A sedentary lifestyle is a well- 
recognized independent risk factor for heart disease. Unfortu¬ 
nately, according to a 2000 article, published in The Lancet , 
despite all the evidence of its benefits, cardiologists rarely pre¬ 
scribe exercise to their patients with heart disease. 1 Even if an 
exercise program is suggested, its significance is rarely stressed, 
and patients are given little help in implementing and sticking 
with an exercise regimen. 

While I am not suggesting that exercise is a cure-all, it truly is 
a powerful therapy for the prevention and treatment of heart dis- 
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ease. Exercise adds years to your life and life to your years. It not 
only lessens the likelihood that you might have a heart attack, 
but if you do have one, you’re more likely to live through it. 


THE CASE FOR EXERCISE 

Physicians have historically viewed lack of physical activity as 
only a minor risk factor for heart disease. Yet scores of studies 
clearly show an inverse relationship between physical activity 
and death from heart disease: The more active you are, the lower 
your risk. The research dates back to 1953, when Professor Je- 
remy Morris of the British Medical Research Council published 
a study comparing the death rates of the bus dnvers and conduc- 
tors of the London Transport Department. The paper, entitled 
“Coronary Heart Disease and Physical Activity’ at Work," re¬ 
ported that conductors had one-third less heart disease than dn- 
vers, and only half the number of fatal and nonfatal heart 
attacks. The reason? Exercise! 2 

As you probably know, most buses in London are 
double-decker, and the conductors’ job was to collect tares trom 
each passenger. While the drivers sat all day, the conductors were 
constantly moving. Collecting fares on a double-decker bus re¬ 
quired a level of exertion equivalent to climbing up and down 
the stairs of a two-story house a hundred times a dav. Since this 
was the first study of its kind, Dr. Morris pointed out that the re¬ 
duced death rate of the conductors could be due to other causes, 
but his observations opened everyone’s eyes to the potential 
value of exercise. 

Further studies quickly followed. One study revealed that 
among postal workers, those who delivered mail on toot had 
one-half the heart problems as those who sorted mail. .Another 
showed that active railroad switchmen had only one-third the 
incidence of heart disease as sedentary ticket clerks, ^et another 
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compared the rates of heart disease of farmers who did one to two 
hours of heavy labor every day and men engaged in less active 
work—farmers had an 82 percent lower risk of heart disease com¬ 
pared to sedentary workers. 

Daniel Bruner, a doctor from Israel, had a unique opportunity 
to study people living on a kibbutz. This was an ideal study group, 
for the environment, diet, and facilities were uniform, regardless 
of age, sex, or occupation. The one difference among the kibbutz 
residents was job duties. Some did clerical work, prepared food, 
or took care of the children, while others worked in the fields or 
did carpentry and building. Dr. Bruner found that heart disease 
was 2.5 to 4 times greater in the sedentary workers than in the 
active workers. In every large study of this type, heart disease 
rates in active workers were considerably less than those of their 
sedentary counterparts. 

“But, doctor,” you may lament, “I’m not a postman or a bus 
conductor. My job requires that I sit at a desk for eight hours a 
day!” Activity doesn’t have to be work related—and for most of 
us, it will not be. In 1973, twenty years after his landmark study 
of the bus conductors, Dr. Morris published a study of the leisure- 
time activities of 17,000 British civil servants. He found that 
those who engaged in vigorous leisure activities such as brisk 
walking, swimming, bicycling, or soccer for thirty minutes a day 
had only one-third the heart problems of those whose leisure ac¬ 
tivities were sedentary. He also found that the more vigorous the 
exercise, the lower the incidence of heart disease. 3 

All that matters is that you get moving. Dr. Ralph S. Paffen- 
barger, Jr., professor of epidemiology at Stanford University 
School of Medicine, rated various activities in terms of calories 
of energy expenditure. For instance, climbing one flight of stairs 
once a day expends 28 calories per week, while walking one city 
block per day expends 56 calories. Light sports bum 5 calories a 
minute, and strenuous sports 10 calories a minute. Dr. Paffen- 
barger then surveyed 17,000 men concerning their activities dur- 
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ing a typical week and divided them into three groups based 
upon the number of calories they expended in exercise. He found 
that the sedentary men who burned up fewer than 500 calories a 
week in exercise had twice the heart attack rate as the men who 
expended more than 2,000 calories a week. 4 If you average thirty 
minutes a day briskly walking, swimming, bicycling, or jogging, 
you can easily meet this caloric expenditure. 

If you’ve already had a heart attack, exercise may be even 
more important. In a 2000 study, published in Crrciiiaiion. re- 
searchers enrolled more than 400 men and women who had had 
heart attacks and followed them for seven years. They found that 
the people who increased their exercise following their heart at¬ 
tacks were much less likely to suffer a second heart attack—they 
reduced their chances of a second event by 78 percent! An in¬ 
triguing aspect of this study was that the physical activities 
weren’t exceptionally vigorous. Walking, swimming, even heavy 
gardening offered protection.’ 

Even if you don’t have heart disease, regular physical activity 
will improve many aspects of your health—and likely extend 
your life. Exercise reduces death rates from all causes, nor jusr 
heart disease. Medical records of thousands of Harvard Univer¬ 
sity alumni, who are part of a long-term study begun in 1^2. 
were analyzed and compared with their exercise habits. The ben 
efits of physical activity’ were striking. The men who engaged in 
regular physical activity experienced a significantly lower nsk ot 
death, not just from heart disease but from all causes, compared 
to men who were inactive.*' 


HOW EXERCISE BENEFITS THE 
CARDIOVASCULAR SYSTEM 


By the time we reach adolescence, most ot us have some degree 
of plaque present in our arteries. Our unhealthy diet and lifestyle 
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begin to take their toll early in life. Regular physical activity may 
not entirely reverse the atherosclerotic process, but it will slow it 
down. Here are the primary ways in which exercise benefits the 
cardiovascular system and reduces the risk of heart attack. 

1 . Exercise Conditions the Heart 

Regular exercise causes a sustained and measurable increase in 
the function of the heart. It increases the efficiency of oxygen 
utilization by the heart, which means that a conditioned heart 
can extract more oxygen from the blood than an unconditioned 
heart. As we age, our capacity to utilize oxygen goes down. How¬ 
ever, regular physical exercise can give a sixty-year-old the same 
maximum oxygen utilization as a forty-year-old. 

Like any muscle, the heart becomes stronger with regular use. 
The conditioned heart is able to pump more blood with each 
beat than the unconditioned heart. This reduces the workload of 
the heart and the resting heart rate drops. The average heart rate 
of an unconditioned heart at rest is about 75 to 85 beats per 
minute. After several weeks of exercise, as the heart becomes 
stronger and more efficient, resting heart rate may slow to 65, 60, 
or even lower. A decline of 20 beats per minute quickly adds 
up—1,200 fewer beats per hour, 28,800 fewer beats per day, and 
10,512,000 fewer beats per year—and means less work for the 
heart. 

Another advantage of a slower heartbeat is that it results in 
more blood flow in the coronary arteries. The heart receives 
blood only between beats, because the valves that allow blood 
to flow to the heart muscle are closed when the heart contracts 
to pump blood. They open only when the heart is relaxed in the 
resting phase of its cycle. Since the conditioned heart has a 
much longer rest period, more blood is able to flow to the heart 
muscle. 
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2 . Exercise Improves Blood Lipids and Thins the Blood 

Although exercise does not significantly lower total choles¬ 
terol levels, it is one of the few things that has been shown to 
raise levels of protective HDL cholesterol. It does this by burning 
up the fatty complexes that make up LDL cholesterol and re¬ 
placing them with the denser HDL variety. This has a favorable 
effect on the arteries and protects against atherosclerosis. Exer- 
cise also clears triglycerides out of the bloodstream. In fact, regu¬ 
lar exercise has been shown to bring triglyceride levels in the 25C 
to 350 mg/dl range down to normal in less than a week. As a re¬ 
sult, blood cells are less likely to stick together and impede cir¬ 
culation, and the blood is thinner and more fluid. 

3 . Exercise Enlarges the Coronary Arteries 

The Masai, a cattle-herding people in Africa, thnve on a 
high-fat diet. Wandering from grazing ground to grazing ground 
with their cattle, Masai men have their food supply with them on 
the hoof. They milk their cows and regularly bleed them, collecting 
the blood in a gourd, mixing it with milk, and drinking it. In spite 
of this high-fat concoction, they seem to have no heart disease. 
George Mann, M.D., of Vanderbilt University, published a studs in 
the 1960s showing that the electrocardiograms of the Masai were 
normal and that heart attacks were indeed rare. This study was 
gleefully pounced upon by the meat and dairy industries in this 
country as proof that meat and milk didn t cause atherosclerosis. 

However, when Dr. Mann went back to Africa and performed 
autopsies on 50 Masai warriors who had died of various causes, he 
found that their arteries were as severely damaged by atheroscle¬ 
rosis as those of American men of the same age. The difference 
was that their arteries were twice the size ot the average Ameri¬ 
can s. He attributed this to the fact that the Masai put in ten to 
twenty miles a day walking with their cattle. Their arteries, en¬ 
larged by exercise, were able to deliver an adequate supplv or 
blood and oxygen, even though they were loaded with plaque/ 
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4 . Exercise Increases Collateral Circulation 

When the coronary' arteries begin to close down due to ather¬ 
osclerotic blockages, the body attempts to build new arteries that 
travel around the blockages. These new circulatory pathways are 
called collaterals, and they have spared millions of men and 
women from a fatal heart attack. In a sense, there is a race be¬ 
tween the progress of atherosclerosis and the development of col¬ 
lateral arteries: If atherosclerosis wins, you could have a heart 
attack. If collateralization wins, you are spared. Numerous stud¬ 
ies have shown that exercise accelerates the development of col¬ 
laterals. 

5. Exercise Reduces Blood Pressure 

Hundreds of studies clearly prove that regular exercise lowers 
blood pressure, which is a very significant risk factor for heart dis¬ 
ease. Improvements in blood flow engendered by regular exercise 
result in lower resistance on the arteries and thus lower blood 
pressure. An Australian research team analyzed twenty-nine ran¬ 
domized controlled trials, involving 1,533 participants, of the ef¬ 
fects of exercise on hypertension. In study subjects who had 
exercised, systolic blood pressure was reduced by an average of 
4 7 mm Hg and diastolic blood pressure by an average 3.1 mm 
Hg, compared to sedentary study participants. These reductions 
were independent of exercise intensity—high-intensity exercise 
was no more effective than moderate-intensity workouts. An in¬ 
teresting finding of this study was that as a means of controlling 
blood pressure, exercising three times a week was plenty. More 
frequent exercise sessions yielded no additional effects. 9 

6. Exercise Improves Insulin Resistance 

Exercise also has a profound influence on the prevention and 
treatment of insulin resistance, the condition in which cells be¬ 
come unresponsive to insulins message to let glucose in. As we 
discussed in Chapter 4, insulin resistance is a very significant risk 
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factor for heart disease. Exercise enables cells to extract glucose 
from the blood, even in the absence of insulin, by prompting spe¬ 
cial proteins called GLUT-4 transporters to rise to the cells’ sur¬ 
face and let in glucose. 10 In addition to its immediate effect of 
lowering blood sugar, exercise also improves insulin sensitivity 
over the long haul. It increases the number of GLUT-4 trans¬ 
porters and thus the cells’ ability to properly utilize insulin. 

Another way in which exercise combats insulin resistance is 
by promoting body fat losses and increasing muscle mass. Loss of 
abdominal fat is particularly important in preventing and con¬ 
trolling insulin resistance, for it is more metabolically active than 
other fat stores. A 2000 study found that regular exercise lowered 
abdominal fat stores, which resulted in reductions in insulin lev- 
els. The authors of this study suggested that decreasing abdomi¬ 
nal fat may lower insulin secretion and prevent or improve 
insulin resistance and all the conditions associated with it, in¬ 
cluding atherosclerosis, hypertension, and abnormalities in blood 
lipids. 11 

7. Exercise Facilitates Weight Loss 

Excess weight is another risk factor for heart disease. If vou 
want to lose pounds and maintain your ideal weight, ot course 
you’ll need to watch your diet. But it has been mv expenence 
over the past thirty years that it is impossible to sustain normal 
weight without regular exercise. Fad diets, prescnption weight- 
loss drugs, and magic supplements that promise to melt a wav 
pounds with no changes in your lifestyle are ahsolute bunk. Even 
if you do lose a few pounds at the onset, you can expect them to 
come back on. For the vast majority ot people, weight mainte¬ 
nance boils down to this: If you eat more calories than vou bum, 
you’ll gain weight, and if you bum more calories than vou eat. 
you’ll lose weight. The best way to bum more calories is to exer¬ 
cise. As you increase your lean muscle mass and shed excess bcxh 
fat with exercise, your resting metabolism rate will increase. This 
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means you’ll bum more calories even when you are not exercising, 
which obviously gives a further boost to weight under control. 


ADDITIONAL BENEFFTS OF EXERCISE 

Exercise physiologists sometimes describe the benefits derived 
from exercise as the “SAID” principle: specific adaptations to im¬ 
posed demands. In other words, the body will respond or adapt to 
the repetitive forces placed upon it, becoming stronger and able 
to perform better the next time it is called upon to do that par¬ 
ticular task. The bones become denser, the muscles more power¬ 
ful, and the cardiovascular system more efficient at pumping 
blood and oxygen throughout the body. Here are a few of the ad¬ 
ditional benefits of regular physical activity. 

A Mood Elevator 

You may find runners to be arrogant, humble, opinionated, 
flexible, pushy, courteous, loud, or soft-spoken. But you won’t 
find them to be depressed. In fact, regular physical exercise and 
depression are virtually incompatible, so much so that exercise is 
a common prescription for emotional problems. One psychiatrist 
! know of in the San Diego area conducts group and individual 
therapy sessions while walking or jogging along the beach! 

John H. Greist, M.D., professor of psychiatry at the University 
Dt Wisconsin, divided depressed patients into three different 
groups. Eight patients received no therapy but were enrolled in a 
logging program. Seven patients received behavior modification 
training, and nine received insight-oriented therapy. After 
twelve weeks the runners fared the best—six of the eight got over 
their depression completely, while those enrolled in behavior 
nodification reported some improvement, and patients in the 
therapy group were more depressed than before they started. 12 

How could jogging succeed where therapy failed? Mood is in- 
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fluenced by a complex balance of neurotransmitters and other 
chemical messengers in the brain. Antidepressant drugs mampu- 
late the amounts and balances of these various brain chemicals. 
Exercise does the same thing, only in a more natural and much 
safer way. It literally floods the entire system with norepineph¬ 
rine, a neurohormone that energizes the brain, and endorphins, 
which activate the pleasure centers in the brain and promote op- 
timism and that elusive feeling of well-being. 

Walter M. Bortz II, M.D., from Stanford University School of 
Medicine, measured norepinephnne and endorphin levels in sev¬ 
eral well-trained athletes before, during, and after a particularly 
grueling race. (The winner of this 100-mile race finished in eigh¬ 
teen hours and thirty-five minutes!) To qualify* for entry, each 
participant had to have completed a fifty-mile race. The norepi¬ 
nephrine and endorphin levels of these athletes were higher than 
the laboratory’s normal values before the race, and they went up 
markedly during and after the race. They were, in fact, the high¬ 
est levels ever recorded by that laboratory. M 

No doubt about it—exercise stirs up the "feel-good” brain 
chemicals. And you don’t need to run a hundred miles. A 20CC 
study of older adults with major depression demonstrated that 
exercising just fifteen minutes three times a week proved as ef¬ 
fective as the prescription antidepressant Zoloft in relieving de¬ 
pression. Six months later, patients who had exercised were less 
likely to have relapsed into depression than those who had taken 
the drug. 14 

Better Brain Function 

Exercise improves blood flow and oxygen delivery' not only to 
the heart but throughout the body. Vigorous exercise can in¬ 
crease your oxygen uptake by 1,000 percent! Nowhere is this 
more beneficial than in the brain, tor this three-pound organ uti¬ 
lizes 25 percent of the oxygen you take in. It the brain is depnved 
of oxygen for only a tew minutes, brain cells die. By delivering 
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more oxygen, glucose, and other nutrients to the brain, exercise 
improves alertness, memory, and other aspects of cognitive func¬ 
tion. 

Exercise s effects on mental function were demonstrated in a 
studv conducted by researchers at the Veterans’ Medical Center 
in Salt Lake City, Utah. They compared the cognitive function 
of senior citizens who were sedentary to others who exercised by 
briskly walking for fifty minutes three times a week. After four 
months, they administered tests of reaction time, visual organi¬ 
zation, memory, and mental flexibility to the study participants. 
The exercisers outperformed the couch potatoes in every cate¬ 
gory. 15 

Stranger Bones 

Stress on the bones stimulates the formation of new bone cells. 
Regardless of age, people who engage in regular weight-bearing 
exercise have higher bone density. The repeated stress placed on 
the bones when you jog, walk, climb stairs, play tennis, or lift 
weights breaks down bone cells, and they are replaced with 
stronger, newer growth. (Swimming is not a weight-bearing ex¬ 
ercise since the body is supported by water.) 

One of my colleagues, a sports medicine specialist who has 
trained professional athletes, told me that when the runners he 
treated complained of sharp pain in their lower legs he often sus¬ 
pected a hairline fracture. However, in many cases, doing X rays 
on these athletes was a waste of time. Their leg bones were so 
dense that he couldn’t make out the microfractures. All exercis¬ 
ers receive this same protective benefit, with studies suggesting 
that regular weight-bearing exercise of any type can increase 
bone mass by 5 to 10 percent. However, the absolute best activ¬ 
ity for improving bone density is weight lifting. If you are at risk 
for osteoporosis—this condition of thin, weak bones is particu¬ 
larly prevalent among older women of slight build—adding just 
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two sessions of weight training per week to a good aerobic exer- 
cise program just might turn your condition around. 


WHAT TYPE OF EXERCISE? 

For most people, the word “exercise” bnngs to mind aerobic ac- 
tivities such as fast walking, jogging, swimming, tennis, squash, 
and cycling. These activities cause the heart to beat faster, the 
lungs to bring in more air, and oxygen delivery to the muscles 
and heart to increase. I definitely recommend aerobic exercise as 
a means of strengthening the cardiovascular system. Whatever 
form of aerobic exercise you choose—brisk walking is tine—ex- 
ercise to the point that you get your heart and respiration rates 
up. If you feel like you aren’t working hard enough, you probably 
aren’t. (More on this below.) 

A less well recognized but equally important form of exercise 
is weight training, also referred to as anaerobic exercise, isomet¬ 
rics, weight lifting, or strength training. Whatever the moniker, 
this type of exercise increases the tone and bulk ot muscle. I can¬ 
not overstate the benefits of weight training, especially as we get 
older. We lose more than six pounds ot lean muscle mass per 
decade of life after our twenties, and this loss is accelerated after 
age forty-five. Some of this decline is age-related. However, the 
primary reason our muscles shrink is that we don t use them. And 
only one thing restores muscle mass: weight training. I As I men¬ 
tioned earlier, w’eight training is also crucial tor maintaining 
bone density.) 

It is never too late to begin weight training. Vhi need to lose 
the idea that weight lifting is tor muscle-bound, hard-bodied 
young men and women. The people who would benefit most 
from this type of exercise are older men and women who are 
rapidly losing muscle mass. Yet tew adults ot any age do regular 
strength training—and only 5 percent ot older men and l per- 
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cent ot older women engage in this type of exercise, according to 
a 2CH>? survey by the Centers for Disease Control and Preven¬ 
tion. 10 This is unfortunate, for it is exactly the type of activity 
that experts state keeps older people independent and out of 
nursing homes. 

1 wish there were a way to begin weight training on your own. 
However, after years of giving patients vague recommendations 
to buy hand weights and do specific exercises, 1 am convinced 
that you need some instruction to get started right. It doesn’t 
have to be with a personal trainer, although this is a very good 
option. A group class at your gym or some instruction from a 
friend expenenced in weight training would be fine. Once you 
get the hang of lifting and understand the basics of proper tech¬ 
nique, you can continue on your own. 

Regardless of what type of exercise you engage in, each session 
should begin with five or ten minutes of gentle stretching and 
warm-up to loosen your major muscles and prevent strain and in¬ 
jury. Each stretch should be done slowly and held for fifteen to 
thirty seconds. Never force a muscle or bounce during a stretch. 
When the muscle is stretched too fast, it reacts by tightening 
slightly to protect itself from tearing. You end up with a muscle 
that is tighter than it was before you began the stretch! Some 
people enjoy forms of exercise such as yoga and tai chi, which in¬ 
volve gentle stretching exercises, often in conjunction with deep 
breathing. These activities can be very pleasant and imbue a 
sense of tranquility and calm that relieves stress and negative 
emotions. 1 highly endorse them but suggest you do them in ad¬ 
dition to—not in place of—aerobic exercise and weight training. 

BEFORE YOU BEGIN, GET AN EXERCISE STRESS TEST 

The first thing you need to do before starting an exercise program 
is to see your doctor about an exercise stress test. The best way to 
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evaluate the engine of a car is not to just look under the hood but 
to start it up, drive it around, and kick up the RPMs to see how 
it runs at higher speeds. An exercise stress test is like a road test 
of your heart, revealing problems that wouldn’t be seen on a rest' 
ing electrocardiogram (EKG). It is not uncommon for a patient 
to have an entirely normal resting EKG but have abnormalities 
when the heart beats at a higher rate dunng and just after exer¬ 
cise. Such abnormalities are often present in the absence of 
symptoms—which is why exercise stress testing is so valuable. 

An exercise stress test can show if exercise bnngs on an oxy¬ 
gen deficit, stimulates abnormal rhythms, or results in a drop m 
blood pressure. It will reveal electrical abnormalities that could 
compromise the pumping efficiency of the heart and other 
changes indicative of coronary artery disease. One of the most 
important observations is simply how long you can exercise on 
the treadmill and how you feel while exercising. A trained inter- 
preter of stress test findings can even locate blocked artenes and 
estimate their severity by evaluating changes in electncal activ¬ 
ity during an exercise stress test. (For more on exercise stress test¬ 
ing, refer to Chapter 6.) Armed with this information, vour 
physician can help you design an exercise program. 


YOUR EXERCISE PRESCRIPTION 

If you came to the Whitaker Wellness Institute, you would re¬ 
ceive an individualized exercise prescription. It would designate 
the types of exercise you should engage in, as well as frequency, 
intensity, and duration. Conditioning the heart means building 
up to specific goals, then working to maintain them. We would 
teach you how to monitor your heart rate and heed vour built-in 
warning system to determine your ideal level ot intensity. We 
would also show you how to modify your program as your condi¬ 
tioning improved. 
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This is not to say you cannot create your own exercise pre~ 
scnption. Incorporating exercise into your daily life requires a 
good measure of common sense as much as anything else—key 
concepts are moderation and regularity. If you have heart disease, 
however, I cannot emphasize enough the importance of having 
an exercise stress test before you get started on an exercise pro- 
gram. 

Here are the basic principles of a therapeutic exercise program 
tor heart disease. 

1. Type of Exercise: Your choice, but it must be vigorous 
enough to elevate your heart rate. 

2. * Exercise Heart Rate: The highest heart rate that is safe for 
you is age^dependent. To determine yours, subtract your 
current age from 220. If you are sixty years old, your maxi- 
mum heart rate is 160; if you are forty, it is 180. You should 
never allow your heart rate to go above this number. Your 
exercise or training heart rate should be 75 to 85 percent 
of the maximum. For example, if you are fifty years old, 
220 — 50 = 170; 75 to 85 percent of 170 = 128 to 145. 
Therefore, you should aim for a pulse rate between 128 and 
145 beats per minute. 

3. Frequency: Generally, exercise should be done at least four 
times weekly and at most six times weekly. Take one or two 
days of rest every week. 

4- Duration: You should start slowly and build up to about 
fortyTive minutes a day, in divided sessions if necessary. 
New research suggests that short bursts of activity scattered 
throughout the day, rather than a single, prolonged exercise 
session, are also beneficial for the heart. 17 

A typical prescription for someone sixty years old might be as 

follows: 
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Type: Walking briskly 
Frequency: 5 times weekly 

Exercise heart rate: 120 beats per minute (220 - 60 = 160 X 
.75 = 120) 

Duration: 35 minutes per session 

♦The best way to monitor your heart rate is to find your pulse on one of vour carotid 
arteries, the large arteries on either side of your neck, or inside one of vour wnsts. 
Check your pulse immediately after you stop exercising (this is important), count 
the number of beats in six seconds, then multiply it by ten. 


THE MET SYSTEM 

I want to tell you about a more precise method of presenting ex¬ 
ercise that we use at the clinic. We base our exercise presenp- 
tions on what is known as the MET system (MET is short for 
metabolic equivalent). It is useful because so manv patients with 
heart disease or hypertension take drugs that alter or blunt the 
normal heart response during exercise. These patients cannot get 
an accurate measure of how hard they are working bv measunng 
their pulse or heart rate. The MET system quantifies the amount 
of work a particular activity demands from the heart. One MET 
is equal to the amount of oxygen or energy expended at rest. All 
activities, from washing dishes to digging a ditch, can be assigned 
a MET value. The MET system allows you to understand exactly 
what activities and level of exercise are safe and therapeutic and 
what activities should be avoided. 

The following chart gives the MET levels tor selected activi¬ 
ties. (Note: The MET values in the chart are not relatecf to the 
more-familiar lists of calories burned with specific activities. This 
is a completely different system of evaluating the physiological 
demands of exercise based on the oxygen and energy require¬ 
ments of the heart.) 
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SELECTED ACTIVITIES AND THEIR MET LEVELS 


Self-Car* 

MET Level 

Housework 

MET Level 

Lying down 

1.0 

Sweeping floor 

2.0 

Sitting 

1.0 

Polishing furniture 

2.0 

Standing, relaxed 

1.0 

Peeling potatoes 

2.5 

Eating 

1.0 

Scrubbing floors 

3.0 

Talking 

1.0 

Cleaning windows 

3.0 

Dressing and undressing 

2.0 

Making beds 

3.0 

Washing hands and face 

2.0 

Ironing (standing) 

3.5 

Strolling 

2.5 

Mopping 

3.5 

Showering 

3.5 

Snow shoveling 

8-15 

Walking downstairs 

4.0 



Walking upstairs 

6.0 




Physical Conditioning 


MET Level 

Walking on level ground 

2 mph (1 mile in 30 minutes) 

2.5 

Cyding on level ground 

5.5 mph (1 mile in 10.54 minutes) 

3.0 

Cyding on level ground 

6 mph (1 mile in 10 minutes) 

3.5 

walking on level ground 

2.5 mph (1 mile in 24 minutes) 

3.5 

walking on level ground 

3 mph (1 mile in 20 minutes) 

4.5 

Cyding on level ground 

9.7 mph (1 mile in 6.18 minutes) 

5.0 

Swimming (crawl) 

1 foot per second 

5.0 

Walking on level ground 

3.5 mph (1 mile in 17 minutes) 

5.5 

Walking on level ground 

4.0 mph (1 mile in 15 minutes) 

6.5 

Jogging on level ground 

5.0 mph (1 mile in 12 minutes) 

8.0 

Rope skipping 

60-80 per minute 

9.0 

Cyding on level ground 

13 mph (1 mile in 4.37 minutes) 

10.0 

Swimming (crawl) 

2 feet per second 

10.0 

Running on level ground 

6 mph (1 mile in 10 minutes) 

10.0 

Running on level ground 

7.5 mph (1 mile in 8 minutes) 

11.5 

Running on level ground 

8.5 mph (1 mile in 7 minutes) 

14.0 

Swimming (crawl) 

2.5 feet per second 

16.0 
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Physical Conditioning 



MET Lewi 

Running on level ground 

10 mph (1 mile in 6 minutes) 

16.5 

Swimming (crawl) 

3.0 feet per second 

20.0 

Running on level ground 

12 mph (1 mile in 5 minutes) 

20.0 

Running on level ground 

15 mph (% mile in 1 minute) 

30.0 

Swimming (crawl) 

3.5 feet per second 

30.0 

Occupational 

MET Level 

Recreational 

MET Levei 

Writing at desk 

1.5 

Gardening (raking, 


Typing 

2.0 

weeding) 

3-6 

Heavy assembly work 

4.0 

Gardening (hoeing 


Janitorial work 

4.5 

digging shoveling) 

4-8 

Carpentry 

2-7 

Mowing lawn (power or 


Home improvement 


hand mower) 

4—6 

(painting, plumbing) 

3-B 

Dancing 

3-7 



Softball 

3-6 



Table tennis 

3-5 

Recreational 


Tennis 

4-9 

Painting (sitting) 

1.5 

Scuba diving 

S-10 

Playing piano 

2.0 

Skating (roller and ice) 

5-8 

Driving 

2.0 

Horseback riding 

3-8 

Fishing 

2-4 



Playing a musical 


Hiking 

3-7 

Instrument 

2.5 

Backpacking 

S-11 

Canoeing, rowing, and 


Skiing (cross-country) 

6-12 

kayaking 

3-B 

Skiing (downhill) 

5-8 

Billiards 

3.0 

Squash, racquetball and 


Sexual activity 

3.5 

handball 

8-12 

Bowling 

2-4 

Basketball 

3-12 

Golf (using golf cart) 

2-3 

Football (touch) 

6-10 

Golf (walking, carrying 


VOlieybail 

3-6 

bag or pulling cart) 

4-7 

Gymnastics 

10.0 

Sailing 

2-5 

Handball and paddebaH 

8-12 
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We determine each patient s maximum MET capacity, or abil¬ 
ity to perform work, based on their performance on the exercise 
stress test. When you first get on a treadmill, it is set at a low 
speed, with no incline. As the test progresses, the treadmill 
speeds up in programmed stages (usually every minute), requiring 
you to walk faster and your heart to work harder. Depending on 
your exercise tolerance, the treadmill may also be tilted to vary¬ 
ing degrees, requiring you to work harder still. 

Each stage on the treadmill corresponds to a designated MET 
level, which indicates the workload of that intensity of exercise 
on the heart. (In most cases, one minute on the treadmill equals 
one MET) Once your maximum MET level is determined, spe¬ 
cific exercise recommendations can then be made, corresponding 
to the physical limitations and clinical findings revealed by the 
exercise stress test. For example, if you exercised on the treadmill 
for ten minutes at gradually increasing intensity without symp¬ 
toms or abnormalities, you maximum MET capacity would be 10. 
Any activity on the previous charts with a MET value of 10 or 
less would be within your physical ability. However, if at seven 
minutes into your stress test an abnormality occurred—perhaps 
an EKG finding indicating that your heart was not receiving ad¬ 
equate blood flow to sustain that level of exercise—you would be 
assigned an exercise program with a MET value of 5.5 to 6.5. We 
would not want you to work at the intensity that brought on 
problems. By sticking with the activities in your recommended 
MET range, you would be assured that you were getting the ben¬ 
efits of exercise without endangering yourself. 

The MET system also has prognostic value. Numerous studies 
have shown that if your MET capacity is 10 you can rest assured 
that your risk of heart attack is minimal and the natural treat¬ 
ment program outlined in this book is the best course for you. 
The risk of a fatal heart attack in a person whose MET capacity 
is 12 or more is very low indeed. If your MET capacity is 5 or less, 
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you should be closely monitored by your physician, and you mav 
require more aggressive care. 


A PROGRESSIVE EXERCISE REGIMEN 

Once your maximum and target MET capacities have been es¬ 
tablished, you can begin a progressive exercise program based on 
your clinical and functional status. The three-level program out- 
lined on the next few pages covers the needs of just about even. ' 
one. Level I is designed for patients with known cardiovascular 
disease, diabetics with complications, and patients with severe 
pulmonary disease or major neuromuscular limitations. Level II is 
aimed at the majority of the population— those who are gener- 
ally healthy, with a few risk factors for heart disease and poor 
physical conditioning. Level III is for regular exercisers who are 
already in excellent shape. If you do not know your target MET 
level (and you don’t plan to have the recommended exercise 
stress test), begin at the level that seems most compatible with 
your current state of health and fitness, and progress from there 

Recommendations for weight training are also included ;n 
these three exercise prescriptions, with particular emphasis on 
the number of repetitions of weight-lifting exercises. Regarding 
weight training, the emphasis in level I is endurance, in level II 
a combination of strength and endurance, and in level III 
strength and bulk. As I mentioned earlier in this chapter. I highlv 
recommend that you first get some assistance from a personal 
trainer or someone else experienced in weight training. Once 
you understand the basics, you can work out on vour own. 

Start slowly. If in a burst of enthusiasm you trv to make up tor 
years of inactivity, you’re going to be sore and uncomfortable the 
next day. Nothing dissipates resolve like exhaustion and injurv 
Increases in your exercise program should come gradually and 
comfortably. Start the program with the idea that this is some- 
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thing you will be doing for years to come. Looking down the long 
road of your life ahead, you’ll be less apt to rush into things or 
worry about seeing immediate results. 


PROGRESSIVE ONE-YEAR EXERCISE PROGRAM 

Notes for levels I, II, and III exercise prescriptions: 

1) Frequency of exercise should be four to five times per week. 
Duration of each session will vary, as indicated on the 
charts on p. 268. Numbers of weight-training sessions will 
also vary 7 according to your level of conditioning. 

2) Select activities from the charts on page 268 that are ap¬ 
propriate for your personal target MET level. Every four 
weeks the program recommendations will change as your 
conditioning improves. If you discontinue your exercise 
program for longer than two weeks, resume at one MET 
level below the level at which you were exercising previ¬ 
ously. 

3) Exercise recommendations are for sea level and average 
weather conditions. If you live in a high altitude or a humid 
area, begin at one level below your prescribed MET level so 
you don’t overexert yourself. 

4) Always warm up for five to ten minutes with gentle 
stretching and slower activity before you begin exercising. 
Cool down for an equal amount of time after exercise. 

5) One MET assumes a 2.5 percent grade when walking out¬ 
doors or on a treadmill. 

6) If no treadmill test has been done, determine your training 
heart rate using the formula on page 261. 
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LEVEL I: Beginning Rehabilitative Phase 

Maximum MET capacity of 4 to 7 (based on exercise stress 
test); for patients with known cardiovascular disease, diabetics 
with complications, and patients with severe puimonarv disease 
or major neuromuscular limitations. Add one weight-training 
session per week, emphasizing endurance and aiming tor two sets 
of 25 reps for each exercise. 


TARGET HEART RATE_6 SECOND PULSE 


WEEK 

METS 

MPH 

k a 
i i 

WAITS 

BIKE 

TOTAL 

TIME 

1-4 

2 

1.5 

34 

25 

20 

5-8 

2.5-3 

1.5 

30 

25 

30 

9-12 

3.5 

2 

27-30 

40 

30 

13-16 

3.5 

2 

24 

40 

30 

17-20 

3.5 

2.5 

24 

40 

45—60 

21-24 

4.5 

2.5 

20 

50 

30 

25-28 

4.5 

2.5 

20 

50 

45-60 

29-32 

5.5 

2.5 

17 

75 

30 

33-36 

5.5 

2.5 

17 

75 

45-60 

37-40 

5.5 

3 

17 

75 

30 

41-44 

6.5 

3 

15 

100 

45 

45-48 

6.5 

4 

15 

100 

30 

49-52 

6.5 

4 

15 

100 

45-60 


LEVEL II: Intermediate 

Maximum MET capacity ot 8 to 11 (based on exercise >cres> 
test); appropriate tor the majority ot people who are general l \ 
healthy (perhaps with a tew risk factors tor heart disease^ but in 
poor physical condition. Add two weight-training sessions per 
week, emphasizing strength and endurance and aiming tor one 
set of 25 reps for each exercise with heavier weights. 
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TARGET HEART RATE_6 SECOND PULSE 


WEEK 

METS 

MPH 

110 YW. 

(seO 

440 ynL 
(min sec) 

MIN/MILE 

WATTS 

(BIKE) 

DURATION 

1-4 

5.5 

35 

65 

4:20 

17 

75 

30 

5-8 

5.5 

3.5 

65 

4:20 

17 

75 

45 

9-12 

65 

3.5 

65 

4:20 

17 

100 

20 

13-16 

6.5 

4 

56 

3:44 

15 

100 

30 

17-20 

6.5 

4 

56 

3:44 

15 

100 

45 

21-24 

7.5 

4 

56 

3:44 

15 

125 

20 

25-28 

75 

4 

56 

3:44 

15 

125 

30 

29-32 

75 

4 

56 

3:44 

15 

125 

45 

33-36 

8.5 

4.5 

50 

3:20 

13.5 

150 

20 

37-40 

8.5 

4.5 

50 

3:20 

13.5 

150 

30 

41-44 

8.5 

5 

45 

3:00 

12 

150 

45 

45-48 

10 

5 

45 

3:00 

12 

175 

30 

49-52 

10 

5 

45 

3:00 

12 

175 

45 


LEVEL III : Advanced 

Maximum MET capacity of 12 to 18 (based on exercise stress 
test); for people who are already in good physical condition. Add 
wo weight'training sessions per week, emphasizing strength and 
bulk, aiming for one set of 25 reps for each exercise with heaviest 
weights. 


TARGET HEART RATE_6 SECOND PULSE_ 

WALK RUN WALK/RUN 



Pace 

Distance 

Time 

Pace 

Distance 

Time 


WEEK 


(ydVmL) 

(mi nsec) 

(mph) 

(yd/ml.) 

(mlnVsec.) 

Reps 

1-8 

Thurs-Sat 

45 

3 mi. 

4000 




1 

Wed-Sun 

4 

110 yd 

1O0 

5 

220 

1:30 

18 

9-16 








Thun-Sat 

45 

3 mi. 

4000 




1 

Wed-Sui 

4 

110 yd. 

100 

5 

0 

3.0 
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WEEK 

Pace 

Distance 

WL/mL) 

Time 

Pace 

hp* 


MUsecj 

Row 

17-24 








Thurs-Sat 

5 

3 mi. 

36:00 




1 

WW-Sm 

4 

110yd. 

1:00 

6.8 

220 

106 

a 

25-32 








TtiuTvSat 

5 

3 mL 

3600 




i 

WW-Sun 

4 

110yd. 

100 

6.8 

220 

106 

a 

33-40 








Thurs-Sat 

6 

3 mi. 

3000 




i 

WW-Sun 

4 

110yd. 

100 

75 

440 

200 

8 

41-48 








Ttwrs-Sat 

75 

3 ml 

2400 




1 

WW-Sun 

4 

110yd 

1.00 

8 

880 

3:16 

4 

49-52 








Thurs-Sat 

8.5 

3mL 

2100 




1 

WW-Sun 

4 

110yd 

1.00 

112 

440 

240 

a 


DECIDE TO GET FTT 

We live in a society that requires very little physical activity. I 
think this is great. Unlike those who long for a return to simpler 
times, 1 relish modem conveniences and comforts. The 
work-saving advances we take for granted have liberated us in 
many ways. We no longer have to spend the bulk of our days in 
tasks required for mere surv ival. We have time to create, express, 
and live like at no other time in human history. We have hot and 
cold running water (no need to lug water tfom the well), instant 
communication with telephones, faxes, and e-mail i no jogging 
into town to see so-and-so), at-home entertainment from televi¬ 
sion and VCRs (we are now spectators, seldom participants), 
stoves and furnaces that provide heat by simply turning a switch 
(when was the last time you chopped, stacked, and hauled 
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Can Exercise Be Dangerous for People with Heart Disease? 

You’ve likely heard about someone who dropped dead while 
jogging or engaging in other exercise. With so many people 
dying every day from heart disease, the grim reaper is bound 
to select an occasional jogger. The actual risk of death during 
vigorous exercise, however, is quite small. At the Cooper Clinic, 
exercise guru Dr. Kenneth Cooper's clinic in Dallas, medical 
records of 2,934 men and women, ages seventeen to seventy- 
three, taking part in vigorous exercise programs were analyzed. 
Over a five-year period this group logged 374,798 hours of ex¬ 
ercise, which included 2,726,272 kilometers of running and 
walking. During these five years there were only two cardiac 
events and no fatalities recorded. The researchers concluded 
that if a person exercised for thirty minutes three times a week 
for one year, the risk of adverse events related to the heart 
would be from .002 to .027 events per year for men and .005 
to .05 events for women. 18 

Sudden death from cardiac causes does occur, and 6 to 17 
percent of such deaths happen during or shortly after vigorous 
exercise. However, according to a 2000 Harvard study carried 
out over twelve years, regular vigorous exercise plays an im¬ 
portant role in reducing the risk of sudden death during exer¬ 
cise. 19 The people who run into problems are those who 
sporadically barrel into high-intensity activities rather than fol¬ 
lowing a regular and frequent exercise schedule. When you con¬ 
sider all the exercise studies that show a decreased risk of heart 
attack with regular exercise, even in people with diagnosed 
heart disease, it is easy to see that not exercising is much more 
dangerous than exercising. Exercise regularly and moderately- 
none of this weekend warrior stuff-and you can do so with con¬ 
fidence that you are engaging in a life-sustaining activity. 
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wood?), and automobiles or buses for transportation (how many 
pairs of walking shoes do you wear out each year?). 

It is important that we spend some of the leisure time these 
labor-saving innovations have given us in physical activity. Get¬ 
ting fit begins with a decision to start exercising. I can arm vou 
with all the information you’ll need to set up an exercise pro¬ 
gram. Only you can make the decision to exercise. 


HOW TO STICK WITH FT 

The jogging paths and gyms of the country are paved with good 
intentions. 1 can’t tell you how many patients have shared simi¬ 
lar stories about exercise. They know how good exercise is for 
them, so they start a program and do very well—for three or tour 
days. Exercise is difficult, no question about it. All creatures— 
dogs, cats, humans, even birds—exercise only out of necessity. It 
an animal is fed well and not required to work for his food, he 
will spend the whole day lying in the sun. Humans are no differ¬ 
ent. Our natural bent is toward relaxation. 

Starting an exercise program is fairly easy. Sticking with one 
will require willpower and resolve, especially in the beginning, 
until regular activity becomes just another part ot vour daily life. 
Here are some guidelines for success I’ve shared with or learned 
from patients at the Whitaker Wellness Institute to help make 
exercise a habit. 

First, make a commitment to exercise. Once you ve decided 
on the types of activities you want to do, schedule your exercise 
sessions just as you would plan business meetings or social affairs. 
Get out your calendar or planner—or make copies ot thelorm on 
page 273—and write down the date, the type and duration ot the 
exercise you plan to do, and what time you plan to do it. Be ven 
specific. For example, on Monday, you may rake a tortv-rtve- 
minute walk before breakfast. On Tuesday, you ve scheduled .in 
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FIGURE 11: Exercise Log 
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appointment with a trainer at the gym over your lunch hour. On 
Wednesday, you walk again in the morning. Thursday takes you 
back to the gym, this time after work at 5:00. Friday, no exercise. 
Saturday is the day you meet a friend for tennis at 10:00. Sunday, 
another day of rest. 

Once your weekly schedule is in place, all that remains is that 
you follow through. Post your exercise calendar or schedule on 
the fridge or in another prominent place as a reminder of your 
commitment. After you complete each exercise session, check it 
off. This may sound like a lot of work, but I know from my own 
personal experience as well as that of countless patients that it 
really does help you stay on the straight and narrow. 

Utilize strategies that will enable you to stick with your pn> 
gram. A devoted runner once said to me that the hardest part of 
running was putting on the shoes. Here are some proven wavs ot 
keeping on track: 

• Make your exercise social. Arrange to meet with people or 
comparable physical fitness on a regular basis. This obli¬ 
gates you to go out and exercise and it works much more 
successfully than relying on your own willpower. An added 
bonus is that this regular social activity cultivates friend¬ 
ships. For a period of about sixteen months, I regularly met 
two friends at 6:00 A.M. for a five-and-a-half-mile run. 
Many a morning I would have stayed in bed it I had not 
made a commitment to meet my friends, and they admitted 
to the same. We met four to six days a week, and our miles 
mounted up. When I moved out of the neighborhood the\ 
gave me a going-away T-shirt, which I wore with pnde. 
Printed on the shirt was l RAN 1.645.5 MlLE^ ^ITH TIP asl 
MIKE. Had it not been for Tip and Mike, 1 would have slept 
away at least half of those miles, 

• Join an exercise class or sports club. Aerobics classes are 
great because they are scheduled at specific times. Tennis, 
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racquetball, and squash programs have challenge ladders 
that require you to play regularly and compete against peo- 
pie of similar ability. Cycling clubs sponsor weekly group 
rides, and running clubs organize regular jogs. Merely sign¬ 
ing up for such activities forces you to work them into your 
schedule. If you join a group or class, particularly if you pay 
for it, you are likely to attend. As you get in condition and 
start feeling better, you’ll begin to look forward to your ac¬ 
tivities and your new active and energetic friends. Soon it 
becomes a regular part of your life, and you’re on your way 
to reaping the benefits of exercise. 

Make exercise a part of your commute. If you can walk or 
ride a bike to work (and freshen up when you arrive), do it. 
This is without question the best way to be consistent. 
After all, you have to go to work and get back home. Once 
I had a routine where I drove my car, with bicycle strapped 
on a rack on top, for five miles of my fifteen-mile commute. 
I then parked the car, jumped on my bike, and pedaled the 
remaining ten miles. At the end of the day it was ten miles 
back to the car, or I didn’t get home! This also added up to 
substantial savings on gas over time. The u gas mileage” of a 
bicycle, computed as calories of energy, is about 912 miles 
to the gallon. 

Join a sports team or competition. Over the years I have 
played on football teams, basketball teams, and tennis 
teams. I have run marathons and ten-kilometer races, golfed 
in tournaments, and cycled in races. One of my most recent 
competitions was a body-building contest. My wife, Con¬ 
nie, and I decided to enter the Body-for-LIFE Challenge 
sponsored by a company that makes sports supplements. 
No, we didn’t win, nor were we expecting to. We entered 
because we had been slacking off a bit on exercise and 
wanted the structure this program offered. Because we were 
in a contest, we didn’t miss a scheduled day of exercise 
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during the twelve-week program. Check out your commu¬ 
nity center or health club. You'll find a wide variety of team 
sports for all ages. Also look for runs/walks or golf and 
tennis tournaments sponsored by nonprofit organizations. 
One event or another is going on every weekend in manv 
areas. 

Take a vacation built around exercise. Several years ago I 
had a bee in my bonnet to ride a bike across the country. I 
signed up with a company that organizes such rides and 
spent ten weeks pedaling down the back roads of Amenca 
from Washington State to Washington, D.C. We traversed 
the Cascade Mountains, rode through Yellowstone, enjoyed 
the flat farmland of the northern plains, skirted the Great 
Lakes, rode through the Amish country of Pennsylvania, 
and ended up dipping our wheels in the Potomac River. 
The cross-country bike tour was a great stimulus to exercise 
not only during the trip itself, but in the months leading up 
to it. Believe me, you wouldn’t want to be staring at the 
Cascade Mountains the first week out on the road without 
a lot of training under your belt. Pm glad I did that tnp. but 
I would never do it again—ten weeks is a heck of a long 
time. Much more fun was a weeklong bike tnp I organized 
for subscribers of my monthly newsletter Health & Heaitng 
Thirty-four of us cycled along the C&O Canal in V irginia. 
West Virginia, and Maryland during a glonous week m au- 
tumn. We rode only an average of twenty-five or chim 
miles a day (compared to the frequent 100-mile davs dunng 
the cross-country trip), and we stopped to enjov the fall fo¬ 
liage, visit Civil War battle sites, and enjov one another s 
company. As you can tell, 1 like cycling, but the options are 
many. How about hiking through one of our national parks, 
trekking the Appalachian Trail, or tounng the California 
wine country on foot. 7 Use your imagination or get hooked 
up with a company that plans such events. Again, it isn t 
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just the exercise during the trip, but the preparations you 
must make in order to enjoy your exercise vacation. 

In summary, whatever activity you choose, the important 
thing is to stick with it. I’ve seen hundreds of patients blossom 
here at the institute with the group walks and the scheduled ex- 
erase classes, only to fade when they get home. Consistency is 
absolutely essential, and the only way to stay on track is to sched' 
ule exercise into your day with a commitment stronger than just 
good intentions. If you start a program and falter, don’t give up. 
That particular program and structure probably were not right for 
you. Persevere until you find some formula that works. Your 
health depends on it. 



CHAPTER 16 


Stress, Emotions, and Your Heart 


During the 1991 Persian Gulf War, there were more cases 
of sudden cardiac death among frightened Israeli citizens than 
there were there were deaths caused by SCUD missiles. 1 In 1996. 
on the day of a crucial soccer match between the Netherlands 
and France, heart attack deaths jumped by 50 percent among 
Dutch men when the Netherlands lost to France and were shut 
out of the European championship. 

Doctors often counsel their patients with heart disease about 
the potential risks of sudden physical exertion. They administer 
treadmill stress tests to precisely measure this nsk, and instruct 
their patients in how to exercise safely. Yet few doctors warn 
their patients about the dangers of emotional stress. They don’t 
give their patients an “emotional stress test” to see how well they 
handle the psychological rigors of daily life. .And they seldom 
offer suggestions for minimizing the effects of stress. Yet emo¬ 
tional stressors do more than just upset our mental equilibrium— 
they alter the functioning of the heart as well. 

In fact, some studies suggest that emotional stress can be a sig¬ 
nificant risk factor for heart attack. Researchers at Harvard Med¬ 
ical School quantified this risk by interviewing $49 patients who 
had suffered a recent heart attack and found that 1$ percent of 
them reported experiencing emotional stress prior to their heart 
attack.-' What is it about emotional stress that is so. well. 



Stress, Emotions, and Your Heart / 279 


stressful? To understand how stress damages the heart and car¬ 
diovascular system, let’s look at a common stress-inducing sce¬ 
nario of modem life: driving on the freeway. 


THE STRESS RESPONSE 

WTiether you’re a driver consumed by road rage, a highway patrol 
officer in hot pursuit, or a mild-mannered commuter just trying 
to stav out of harm’s way, your body is likely responding the same 
way to the stress of driving at high speeds on a busy freeway. 
Whenever you encounter something that elicits anger, fear, or 
excitement, vour sympathetic nervous system—the part that is 
not under your conscious control—shifts into high gear. In less 
time than it takes for you to read this sentence, messages travel 
from your brain to your adrenal glands, triggering the release of 
epinephrine and norepinephrine. You feel a surge of energy. Your 
senses sharpen. Your breathing quickens. Your mind becomes fo¬ 
cused and alert. Your heart beats more rapidly and pumps more 
forcefully, producing up to five times its normal output. Your 
blood vessels constrict to raise your blood pressure. Your liver 
converts glycogen into glucose, which floods your bloodstream 
with a source of quick energy. At the same time, blood is shunted 
away from your digestive tract and other nonessential organs to 
your heart, brain, and skeletal muscles—all without any thought 
on your part. 

The sympathetic nervous system’s “fight-or-flight” response 
was designed to help you evade predators or duke it out with an 
enemy—in other words, to respond to a physical threat requiring 
some type of action. Few of us are faced with such threats on a 
daily basis. What we are subjected to is an almost constant on¬ 
slaught of minor psychological stresses. Unfortunately, the body 
doesn’t differentiate between physical danger and psychological 
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stress—both produce the same response, the same surge at epi¬ 
nephrine and norepinephrine. 

These hormones cause your heart to beat taster and pump 
harder, increasing its demand for oxygen. They constrict v\nir »r 
teries and raise your blood pressure. Any time vou increase rhe 
force with which a fluid moves through a system, turbulence in 
creases. Over time, the chronic increase in hkxxJ pressure rhar 
accompanies repeated stress damages the endothelial lining or 
the arteries, causing injuries that may lead to atherosclerosis. 
Platelets in the blood also become stickier as the Kxlv prepares 
itself to staunch a potential wound, and this raises the risk of 
heart attack. 


THE CORTISOL CONNECTION 

The story’ doesn't end with epinephrine and norepinephrine 
These rapid and short-acting hormones are assisted bv the slower 
and longer-acting hormone cortisol. Cortisol, which is also 
creted by your adrenal glands, helps vou deal with rhe physical 
demands of prolonged stress. At the same rime this hormone is 
gearing you up for survival, it suppresses functions of the kxlv 
that have to do with growth, maintenance, and reproduction. 
This makes sense when you're facing a physical threat to vour 
very existence. But it can be disastrous to vour health if vou're 
under chronic stress. 

One of the main functions of cortisol is to ensure that vou 
have a steady supply of energy. It does this in several wavs, and 
unfortunately, each and even’ i>ne of these things is had news for 
your cardiovascular system. First, cortisol helps wxir hoJv con¬ 
vert fats and proteins into glucose. (Elevated blood glucose dam¬ 
ages the arteries.) Second, it helps mobilise fattv acids from 
adipose or fatty tissues. (Excess fat in the bkvxJ hampers bkxxJ 
flow.) Third, it makes vour cells less sensitive to insulin, so that 
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glucose remains in your blood and more insulin is secreted. (This 
is the essence of insulin resistance, a very significant risk factor 
tor heart disease.) 

Can elevated cortisol levels contribute to a heart attack? Its 
quite possible. In the absence of chronic stress, cortisol levels fol¬ 
low a natural rhythm, peaking in the morning after you arise and 
reaching their lowest level in the evening just before and shortly 
after you fall asleep. Blood pressure follows a similar pattern. Re¬ 
search has shown that heart attacks are most likely to occur in 
the morning, when both cortisol and blood pressure levels are at 
their highest. In fact, the single most likely time for a heart at¬ 
tack to occur is on a Monday morning—the most stressful morn¬ 
ing of the week for many of us. 


IS YOUR JOB MAKING YOU SICK? 

For working adults, our occupations are likely to be the greatest 
source of stress in our lives. After all, we spend more time with 
our coworkers than we do with our families. Studies show that 
workers reporting high job-related stress are more likely to de¬ 
velop high blood pressure and atherosclerosis than those with 
less stress. The most stressful occupational characteristic is not 
excessive work demands but the feeling that you lack control of 
your job. A five-year study of British government workers at all 
grades of employment showed that those who had little control 
over their job duties were almost twice as likely to suffer a heart 
attack as workers who had a great deal of job control. 3 

Strife in the home is also likely to increase the risk of heart dis¬ 
ease, especially among women. In a long-term study of 292 
women who had been hospitalized for a heart attack or unstable 
angina, those who reported severe marital stress had almost a 300 
percent greater risk of heart attack than women who reported lit¬ 
tle to no marital stress. 4 
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CAN YOUR PERSONALITY MAKE YOU SICK? 

You’re probably familiar with the label “type A personality.” You 
may even know someone—a family member or coworker, or per¬ 
haps even yourself—who fits the profile. This term was coined bv 
two cardiologists, Meyer Friedman, M.D., and Rav Rosenman. 
M.D., in the early 1960s to describe a set of traits they saw time 
and time again in their patients with heart disease. These pa¬ 
tients were intensely competitive, overachieving, impatient, and 
hostile. Drs. Friedman and Rosenman wondered if these person¬ 
ality traits made their patients especially vulnerable to heart dis¬ 
ease. To find out, they did a study. They selected 3,400 healthy 
men, gave them a personality test to determine their type, and 
then observed whether having a type A personality increased the 
risk of heart disease. Sure enough, they saw a pattern: Men with 
a type A personality had twice the risk of heart disease as men 
who did not. 5 

Although the “type A” label slowly fell out ot favor, since sub¬ 
sequent studies failed to replicate this study, one aspect of this 
personality did prove to be an important predictor of heart dis¬ 
ease: hostility. In study after study, whether researchers looked at 
American lawyers, twins in Finland, employees ot a utility com¬ 
pany, or middle-aged doctors, they reached a similar conclusion. 
Having a high degree of hostility increased the likelihood ot 
heart disease and death. 

So what exactly is hostility, and why is it so damaging to the 
heart? Though hostility can include many things—a cynical out¬ 
look, an explosive temper, mistrust ot others—perhaps it s best 
described as a tendency to respond to neutral situations as it they 
were stressful (i.e., threatening). Minor incidents or meaningless 
events are interpreted as personal attacks, and a veritable arsenal 
of violent feelings, thoughts, and behaviors are triggered. 
Clenched muscles, a red face, and angry gestures are visible and 
dramatic signs ot hostility. But chronically elevated le\el> ot 
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stress hormones, hypertension, and atherosclerosis are the more 
insidious markers of hostility at work. 


ANGER AND ANXIETY CAN BE DEADLY 

While having a hostile or angry personality can exert tremen- 
dous wear and tear on the heart and blood vessels over time, an 
episode of acute anger can trigger an immediate heart attack or 
sudden cardiac death. Researchers at Harvard Medical School 
determined that the risk of heart attack increased by 230 percent 
in the two-hour period following an episode of anger. 6 In fact, 
simply recalling an angry episode can cause the heart to beat er¬ 
ratically and the arteries to constrict in people with heart disease, 
reducing blood flow and bringing on the pain of angina. 

It’s no accident that anger, anxiety, and angina come from the 
same Greek root, a word meaning “to strangle.” Anger and anx¬ 
iety—fight and flight—are two sides of the same coin. Both emo¬ 
tions cause an identical surge of hormones and produce a similar 
alteration of cardiovascular function and blood flow. Clinical 
studies have shown that like bouts of anger, panic attacks restrict 
blood flow to the heart and result in chest pain in patients who 
have heart disease. And like anger, the experience of acute anx¬ 
iety or fear can even trigger a heart attack or sudden cardiac 
death. 

On January 17, 1994, the day that the Los Angeles area was 
hit by a major earthquake, the number of heart attacks was 250 
percent higher than on the same day in the three preceding 
years. What’s more, compared to the six days prior to the earth¬ 
quake, the incidence of sudden cardiac death increased by over 
500 percent on the day of the earthquake. 7 Interestingly, the in¬ 
cidence of sudden cardiac death the week after the earthquake 
was significantly lower than average, suggesting that people who 
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were at risk of death from heart disease during that week died 
earlier as a result of the emotional stress of the earthquake. 

There is also research suggesting that chronic obsessive worn 
ing damages the heart. In a twenty-year study of 1,400 men who 
had no history of heart disease at the study s onset, those who re 
ported high levels of ohsessive thoughts or anxiety were almost 
three times as likely to die from heart disease as men who rated 
their level of obsessiveness as low/ 


DEPRESSION: THE DEADLY DISEASE 

Anger and anxiety are obviously stressful emotions, and their 
damaging effects on the cardiovascular system are easy to com¬ 
prehend. What about depression.’ To many people, depression 
represents a lack of emotion rather than an excess. Yet people 
who are depressed tend to secrete much higher levels of the stress 
hormone cortisol. They also have a dramatically higher nsk of 
heart attack and heart-related death. In a twelve-year study or al¬ 
most 3,000 adults who had no history of coronary artery disease, 
those who were depressed or hopeless at the onset of the study 
were one and a half times more likely to develop fatal heart dis 
ease.* Likew ise, of the nearly 3,000 elderly men and women w ith 
no evidence ot heart disease enrolled in another study, those who 
had major symptoms of depression were 3CH? percent more likely 
to die from heart disease within tour years than individuals who 
were not depressed. 10 

Depression can be especially deadly tor people who already 
have heart disease. The first study to demonstrate that depression 
increased the risk of death among those with preexisting heart 
disease was published in the Journal of the American MeJkui .As¬ 
sociation in 1993. In this Canadian study of 222 adults hospital 
ized for a heart attack, depression billowing the heart attack 
quadrupled their risk tit dying in the next six months. 11 And the 




Stress, Emotions, and Ybur Heart / 289 


effects of depression on mortality persisted. A follow-up study 
showed that after eighteen months, the relative risk of death as¬ 
sociated with depression was 660 percent. 12 


YOU CAN LEARN TO MANAGE STRESS 

If there is any theme running through this chapter, it is the im¬ 
portance of control to our peace of mind. Lack of control, or per¬ 
ceived lack of control, underlies the hair-trigger responses of the 
hostile personality, the obsessive worry of the anxiety-ridden 
adult, and the hopelessness and despair of the person afflicted 
with depression. Certainly there is much in life that we cannot 
control. But not everyone feels chronic anger or anxiety or de¬ 
pression in the face of all this uncertainty. What is it that sepa¬ 
rates healthy copers from those who are not? 

A big pan of it is attitude. Healthy copers tend to focus on the 
aspects of their lives that they can control rather than obsessing 
on the areas that they cannot. After all, while unpredictability is 
a pan of life, there is much that is under your control. For exam¬ 
ple, you make choices every day about what and when to eat, 
whether to smoke or drink, which TV shows to watch (or 
whether to pull the plug altogether), how much (or how little) 
exercise to get, and on and on. Each one of these things is small, 
but the net effect of making many small, healthy choices can be 
a dramatic reduction in the amount of stress you experience. 

The rest of this chapter is devoted to exploring the lifestyle 
changes, relaxation techniques, and other strategies that I rec¬ 
ommend to my patients with heart disease to help them cope 
with stress. Some of the techniques described here may seem sim¬ 
ple, even simplistic. But taken together they can have powerful 
effects on your ability to weather the emotional storms of daily 
life. 



20f / Reversing Heir! Disease 

Eat Right for Less Stress 

Many people turn to junk food—candy bars, cookies, and the 
like as a way of dealing with stress or escaping from unpleasant 
emotions. Bad idea. Eating higlvglycemic, refined carbohydrates 
literally stresses your body’s blood sugar control mechanisms, 
causing dramatic fluctuations that can leave you feeling irritable 
and moody. For less stress, follow my dietary recommendations in 
Chapter 12, emphasizing vegetables and fruits, along with lean 
protein from fish, skinless poultry, nonfat dairy, and beans and 
legumes. 

Avoid the Caffeine Rush 

Drinking coffee all day long is as stressful as driving home in 
rush hour traffic—and its effects can last up to six hours! Cat' 
feine stimulates your adrenal glands to chum out stress hormones 
that cause your muscles to tense, your blood sugar to nse, and 
your pulse and respiration to quicken. No one should dnnk more 
than one or two cups of coffee in the morning, but if vcu are 
chronically anxious, angry, or depressed, I would suggest avoiding 
it altogether. Drink green tea instead—it has only one-third the 
caffeine of coffee and has numerous proven health benefits to 
boot. (For more on caffeine, see Chapter 12.) 

Exercise Your Emotions 

Healthy copers may have as many stresses in their life as the 
next person, but they also take care to find outlets tor their frus¬ 
tration. I’m not talking about punching a pillow. Research has 
shown that this type of “venting” actually increases anger rather 
than decreasing it. 1 am talking about having activities that are 
meaningful or simply enjoyable. It you’re stuck in a job that of¬ 
fers few rewards and little control, a hobby or activity vou enjov 
can be a lifesaver. Lately, lve been trying to master the game of 
golf. The combination of physical effort, mental concentration. 
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and simply being outdoors clears away any pent-up stress I’ve 
been earn ing around. 

I also make it a point to work out in the gym or play squash 
several times a week. As we discussed in the previous chapter, 
vigorous exercise stimulates the production of endorphins, your 
body's "feel-good” neurotransmitters. Instead of sitting down and 
turning on the evening news when you get home, make a prac¬ 
tice of putting on a pair of comfortable shoes and taking a walk 
around the block. Simply reserving some time for yourself to do 
a hobby, sport, or whatever activity you choose—and honoring 
that commitment—will help keep stress at bay. 

Maintain Social Support 

While relationships can certainly be a source of stress, they 
may be as important for your health and well-being as eating the 
right foods and exercising. A number of studies have shown that 
people who live alone or have few significant relationships have 
an increased risk of developing heart disease or dying, and that 
close relationships are an important protective factor for those 
who already have heart disease. In one study, heart disease pa¬ 
tients who were unmarried or had no significant confidant in 
their lives had a 300 percent increase in mortality compared to 
those who had a spouse or close friend to turn to for support. 13 

One great way to reach out and connect with others is through 
volunteering. Hospitals, nursing homes, schools, churches, 
homeless shelters, soup kitchens, libraries, museums: These are 
all possibilities for you to develop stronger ties with your com¬ 
munity and make new friends. 

Consider Qetting a Pet 

Anyone who has ever held a kitten or hugged a puppy knows 
that pets can be good for the soul. But research suggests that they 
also may be good for the heart. In a study of stockbrokers diag¬ 
nosed with high blood pressure, those who were given a pet for 
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six months along with a prescription antihypertensive drug 
showed a smaller rise in blood pressure in response to stress than 
those who received only the prescription drug. Other studies 
have shown that pet owners have lower triglyceride and choles¬ 
terol levels than non-owners, and are treated less frequently for 
hypertension. 

In one of the earliest examinations of the effects of pet own- 
ership on patients with heart disease, researchers looked at the 
mortality rate among 96 patients who had been admitted to a 
coronary care unit for heart attack or angina. During the year fol¬ 
lowing hospitalization, the mortality rate among those who 
didn’t own pets was 22 percent higher than that of pet owners. 

Take Back Your Breath 

A stressful encounter literally takes your breath awav. The mo¬ 
ment before your boss dumps a pile of work on your desk, vou 
might be breathing calmly and evenly. But as soon as vou look at 
the clock and realize you don’t have enough time to complete the 
task, stress hormones kick in and your breathing changes, going 
from slow and deep to rapid and shallow. Your bodv is preparing 
for action, and your breath is quickening in anticipation. 

An easy way to interrupt the stress response—and one char 
you can do anytime and anywhere—is to consciously slow vour 
breathing. Inhale slowly, hold the breath for a tew seconds, then 
exhale slowly. Try it: Inhale, two, three, tour. Hold, two, three, 
four. Exhale , two, three, four. Repeat this three or tour nmes. 
Once your breath normalizes, your body will tollow. It mav not 
“hear” you right away, but if you continue to breathe slowly and 
deeply, your brain and body will get the message and calm down. 
Instead of churning out more stress chemicals and setting vou up 
for chronic stress, your body will leam a much healthier relax- 
ation response. Your heart rate will slow, your blood pressure will 
drop, and less easily measured signs ot stress will also abate. 

For many people, combining slow, deep breathing with the 
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mental repetition of a word is easier than focusing on the breath 
itself. Choose a word that you find soothing and mentally repeat 
it with each inhalation and exhalation. The silent repetition of 
a word pulls your attention away from the alarm bells going off in 
your body and frantic thoughts running through your mind. You 
pass from the hyperalertness of stress to the alertness of focused 
attention to a state of relaxation and peacefulness. 

Tune into Relaxing Music 

One ot the easiest ways of reducing stress is listening to music. 
In a study of patients who had suffered a recent heart attack, 
those who listened to music for twenty minutes in a quiet, restful 
environment experienced an immediate and significant reduc¬ 
tion in respiration and heart rate, as well as oxygen demands of 
the heart. Their anxiety level dropped significantly as well and 
remained lower for an hour after the music was ended. 14 1’m a big 
believer in the therapeutic power of music and often play classi¬ 
cal music in the office while I’m working. The type of music you 
choose depends on your personal tastes, but I guarantee that you 
can find some kind of music to foster peace and relaxation. 

Soothe Stress with Qinseng 

Winding down with alcohol after a hectic day or reenergizing 
in the afternoon with caffeine are common but unhealthy ways 
to deal with the fatigue and overstimulation of chronic stress. A 
far healthier choice is to make use of herbs known as adaptogens, 
which improve the body’s ability to adapt to a broad range of 
physical and biochemical stressors and can help you feel more 
energetic and alert as well. 

Panax ginseng (also known as Korean or Chinese ginseng) is 
such an herb. It has been used in Oriental medicine for thou¬ 
sands of years, and scientific studies have shown this herb en¬ 
hances stamina, facilitates concentration, and improves overall 
well-being. The source of ginseng’s adaptogenic properties are 
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phytochemicals called ginsenosides, which help balance the 
glands that are involved in the stress response. Panax’s first 
cousin, Siberian ginseng, also increases resistance to stress, plus it 
has a calming effect on the central nervous system. 

The recommended dose of Panax ginseng is 75 to 130 mil- 
ligrams (standardized to contain 7 percent ginsenosides). For 
Siberian ginseng, the recommended dose is 150 to 300 mil- 
ligrams (standardized for 0.8 percent eleutherosides). Ginseng 
should be used cyclically, taken daily for two months, then off for 
at least two weeks. This cycle may be repeated as often as re- 
quired. Although some experts warn that high doses of ginseng 
may cause elevated blood pressure in some people, mv review of 
the medical literature on ginseng reveals no evidence of this. If 
chronic stress is a concern of yours, I recommend giving ginseng 
a try. Monitor your blood pressure the first two or three weeks of 
the trial period and never exceed the recommended dose. If vou 
observe an increase in your blood pressure while taking ginseng, 
discontinue it at once. 

Ease Anxiety with Kava 

Kava, which comes from the root ot a plant native to the 
South Pacific Islands, has been in use as a safe, natural anxietv 
remedy for over 3,000 years. The active constituents ot this herb, 
kavalactones, reduce anxiety and induce a state ot calm bv act¬ 
ing directly on the brain’s limbic system, which is the seat of vour 
emotions. There have been more than 8CO studies ot the benefits 
of kava as an anti-anxiety agent, most ot them done in Europe. 
In a recent double-blind study, 101 patients with chronic anxiety 
were randomly given daily doses ot kava or a placebo. .After eight 
weeks, patients taking kava noted improvements in mood and 
general well-being and experienced a significant reduction in 
nervousness, heart palpitations, chest pains, and dizziness when 
compared to the placebo group. l> 

If vou are overly anxious, nervous, and edgv, give kava a rrv 
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Look for a kava extract standardized to contain 30 percent 
kavalactones, and take 150 mg one to six times daily with meals, 
as needed. (Take the lowest dose that works for you; do not ex¬ 
ceed the maximum recommended dose.) Kava should be taken 
for a maximum of three months, followed by a rest of two to four 
weeks. This cycle may be repeated as needed. It should not be 
taken in combination with alcohol, tranquilizers, or other drugs 
that act on the central nervous system, or by people with Parkin¬ 
son's disease. 

Lift Depression with Natural Agents 

About 20 percent of patients become seriously depressed after 
a heart attack. Unfortunately, some antidepressants also increase 
the risk of heart attack. In a four-year study, published in the 
American Journal of Medicine, members of a health plan who took 
tricyclic antidepressants had a 220 percent higher risk of suffer¬ 
ing a heart attack than members who took other types of anti¬ 
depressants or control subjects who were not taking any 
prescription antidepressants. 16 

For mild to moderate depression, the herb St. Johns wort 
(Hypericum perforatum) is an extremely safe and effective ther¬ 
apy, as effective as prescription antidepressants, according to 
some studies. A 1996 analysis of twenty-three clinical trials on 
St. John’s wort involving 1,757 patients demonstrated that the 
herb was three times as effective as placebo in relieving the 
symptoms of depression. Even more important, in the eight of 
these studies that compared St. Johns wort to a drug, the herb 
worked as well as the antidepressant—but with far fewer side ef¬ 
fects and much less toxicity. 

The recommended dose of St. Johns wort is 300 milligrams 
twice a day of an herbal extract standardized to contain 0.3 per¬ 
cent hypericin. If you are taking a prescription drug for depres¬ 
sion, ask your doctor about St. John’s wort before starting it. St. 
lohns wort increases the metabolism of certain drugs, thereby 
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lessening their therapeutic effects. Drugs thus affected include: 
warfarin (Coumadin), digoxin (Lanoxin), theophylline (Theo- 
dur), triptin migraine drugs, oral contraceptives, and several 
types of antidepressants. Also he aware that when taken in large 
doses for prolonged periods, this herb may cause sun sensitivirv in 
fair-skinned people. 

Another safe and effective natural antidepressant is S-adeno- 
syl-methionine (SAMe). Almost three-quarters of the depressed 
patients who try this supplement notice improvements, and un- 
like St. Johns wort, which may take weeks before effects are 
noted, SAMe perks up mood within days. This amino acid de¬ 
rivative increases the production and activity of neurotransmit- 
ters in the brain by facilitating the methylation process (the same 
detoxification process we talked about in Chapter 3. which keeps 
homocysteine levels in check). Clinical trials involving more 
than 1,300 patients have examined the effects of supplemental 
SAMe on depression. A 1994 review of these studies confirmed 
its efficacy and showed it to be as effective as some prescription 
antidepressants. 

SAMe is nontoxic, and the only reported side effects are 
headaches, stomach upset, and diarrhea with high di>se>. The 
recommended dose is 200 milligrams twice a day. between meals 
(at least thirty minutes before eating and no less than two hours 
after eating). 


In conclusion, don’t let your negative emotions get rhe best of 
you and your health. Practice some of the stress reduction tech 
niques described in this chapter, or others that work for you. This 
will not only reduce your risk of heart disease but improve ever\ 
aspect of your life. 



CHAPTER 17 


Hormones and Heart Disease 


Hormones exert powerful effects on the human body. Al- 
though they are present only in minute concentrations (1 mole- 
cule for every 50 billion molecules of blood) hormones 
orchestrate processes as diverse as conception, childbirth, sleep, 
and aging. These chemical messengers are produced from cho¬ 
lesterol, amino acids, and proteins in the glands of the endocrine 
system. Secreted into the bloodstream and carried to receptor 
sites throughout the body, they have widespread effects on vir¬ 
tually every’ organ system, including the cardiovascular system. 

Dozens of hormones have been identified, and many of them 
act upon the heart and blood vessels. We discussed the pervasive 
influence of cortisol, epinephrine, norepinephrine, and other 
stress hormones in the previous chapter. In this chapter we will 
limit our discussion to the six hormones that not only have 
broad effects on the heart and arteries, but can also be used in 
supplemental form to help reverse heart disease. 


DHEA: DEFENDER AGAINST DISEASE 

Dehydroepiandrosterone (DHEA) is a steroid hormone produced 
in the adrenal glands from cholesterol. Although it is secreted in 
greater amounts than any of the other steroid hormones, for 
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many years it was felt to have little use other than as a precursor 
to more important hormones such as testosterone and estrogen. 
We now know that DHEA has important independent functions. 
There is a direct relationship between DHEA levels and the in- 
cidence of many diseases, including diabetes, insulin resistance, 
Alzheimer’s disease, and heart disease. Lower levels of this hor¬ 
mone are to be expected in older people. DHEA production 
peaks around age twenty, then begins to fall—a seventy-year- 
olds level is only 10 percent that of a twenty-year-old. However, 
there are also significant differences in DHEA levels among peo¬ 
ple of similar age, depending on their state of health. 

A low blood level of DHEA is a specific and independent 
marker of heart disease in men. 1 In a 2001 study, researchers at 
the New England Research Institutes in Watertown, Massachu¬ 
setts, measured DHEA and DHEA-sulfate (the most common 
blood marker for DHEA) in 1,709 men, ages forty to seventy, 
then followed them for nine years. They found that men with the 
lowest levels of DHEA and DHEA-sulfate were the most likelv 
to develop heart disease over the study period. Furthermore, a 
low DHEA level was predictive of heart disease independently ot 
age, obesity, diabetes, hypertension, smoking, blood lipids, alco¬ 
hol intake, and physical activity. 2 

DHEA protects the heart and arteries in several wavs. It influ¬ 
ences enzymes that affect blood lipids and helps keep cholesterol 
and triglyceride levels in check. This hormone also inhibits 
platelet aggregation and normalizes blood-clotting factors.' An¬ 
other positive influence of DHEA is its ability to increase insulin 
sensitivity. You will recall from our discussion in Chapter 4 that 
insulin resistance and the cluster of conditions known as syn¬ 
drome X are significant risk factors tor heart disease. There is a 
close inverse relationship between insulin resistance and DHEA: 
High insulin levels are almost always accompanied bv lower 
DHEA levels. 4 One reason for this may be because ot the link be¬ 
tween insulin and cortisol. As you saw in the previous chapter. 
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when levels of the stress hormone cortisol remain high, they un¬ 
leash a cascade ot negative actions—including a dampening of 
DHEA production. 

I order a DHEA-sulfate blood test for most of my patients over 
the age of fom - , and if it is low, as it often is, I recommend sup¬ 
plementing with DHEA. This is particularly important for pa¬ 
tients who have or are at risk of heart disease. Although the 
cardioprotective effects of DHEA have been seen to a greater de¬ 
gree in men than in women, 1 suggest that both sexes supplement 
with this hormone. It has so many proven benefits that physio¬ 
logical replacement (bringing levels into the average range for a 
voung adult) can only be beneficial. Furthermore, DHEA has a 
well-documented “side effect”: People taking it report that they 
just feel better. 

DHEA is available over the counter, but make sure you pur¬ 
chase only pharmaceutical-grade DHEA. The normal starting 
doses are 25 milligrams per day for women and 50 milligrams for 
men. Have your DHEA-sulfate blood level tested prior to taking 
it and again after three months, and adjust your dose if needed. 
DHEA is safe and has few side effects. Because this hormone is 
readily converted in womens bodies to testosterone, excessive 
amounts may cause oily skin, acne, or slight facial hair growth. 
These will disappear if you cut back on your dose. I do not rec- 
ommend that DHEA be taken by individuals with a history of 
prostate, breast, or other hormone-sensitive cancers. It may ex¬ 
acerbate the condition by elevating hormone levels. 


THYROID DEFICIENCIES ARE 
COMMONLY OVERLOOKED 

The thyroid, a small gland located just below the voice box, se¬ 
cretes hormones that regulate metabolism. Hyperthyroidism, se¬ 
cretion of excessively high levels of thyroid hormones, is a serious 
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condition marked by rapid heartbeat. It is usually treated bv ra- 
dioactive iodine, which destroys portions of the gland, or with 
surgical removal. Much more common, however, is hvpothv- 
roidism, or secretion of too little thyroid hormone. An underac- 
tive thyroid results in fatigue, weight gam, drv skin, cold hands 
and feet, hair loss, memory problems, constipation, and men¬ 
strual irregularities. Less well recognized, however, are hypothy¬ 
roidism s adverse effects on the cardiovascular svstem. 

Marlene was told by her doctor that her high cholesterol v 3 73 > 
and triglycerides (429) were “inherited.” Because she alwavs 
seemed tired and had put on some weight, she asked whether low 
thyroid, which she had read about in my monthly newsletter 
might be a factor. Her doctor didn’t think so and wrote her a pre¬ 
scription for a cholesterol-lowering drug. Convinced that her 
thyroid was at the root of her symptoms, Marlene consulted a 
new doctor, who agreed that it could be a factor. He started her 
on low-dose natural thyroid, along with other natural lipid- 
lowering agents such as niacin and garlic, and took her oft the 
drug. After just one year on this program, her ‘inherited" choles¬ 
terol had dropped to 198 and her triglycerides to 64- 

Hypothyroidism is unequivocally associated with blood lipid 
abnormalities. In addition to raising total cholesterol, it lowers 
protective HDL cholesterol. But it contributes to an increased 
risk of heart attack in other ways as well. According to a 20CV? ar¬ 
ticle, published in the journal Thyroid , hypothyroidism may also 
cause impairments in the function of the heart that show up pri¬ 
marily with exercise. These include endothelial dysfunction, 
constriction of the blood vessels, and changes in heart rate. And 
in patients who have had bypass or angioplasty, hvpothvroidism 
is accompanied by a trend toward higher rates of angina and 
restenosis of the arteries.' 

Hypothyroidism is much more common than you might 
suspect. According to the American Association of Clinical En- 
docrinoloeists (AACE), about one in eight women Horn thirty 
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five to sixty-five years of age has low thyroid function, as does 
one in five over sixty-five. (Although men are not immune to 
this condition, its incidence is about seven times greater in 
women.) If you are a woman over the age of fifty, you may think 
symptoms such as fatigue, mood swings, and forgetfulness are the 
consequences of menopause. But many of the symptoms of hy- 
pothvroidism mimic those of menopause. As a result, this condi' 
tion frequently goes undiagnosed in this group of women. 

The AACE estimates that half of the 13 million Americans 
who have thyroid disorders don’t know it. Therefore, the routine 
blood tests I perform on my patients almost always include 
screening tor thyroid activity. The gold standard for the diagno' 
sis of hypothyroidism is the thyrotropin test, a highly sensitive 
test that measures blood levels of thyroid stimulating hormone 
(TSH). This pituitary hormone acts like an on/ofif switch, regU' 
lating the production and secretion of thyroid hormones. When 
thyroid function is low, levels of TSH are abnormally high. 
Other tests measure free or total T4 (thyroxine) and T3 
(triiodothyronine), hormones produced by the thyroid gland. 
While these tests will help your doctor monitor your condition, 
normal levels of these hormones don’t always rule out hypothy- 
roidism. Always insist on the more sensitive TSH test. 

If you suspect low thyroid function in spite of normal blood 
levels, here’s a test you can perform at home. Since the thyroid 
gland controls all metabolic processes, you can get a pretty good 
idea of the health of your thyroid gland by measuring your un' 
derarm basal (resting) temperature. This is easier with a basal 
thermometer you can find in your drugstore, but a regular ther' 
mometer will do. To perform the test, shake the thermometer 
down at night and keep it at your bedside. First thing in the 
morning, while you’re still in bed and before you move around, 
put it under your armpit for exactly ten minutes. Record the tern' 
perature and repeat this process for four days to get an average 
temperature reading. Women who are still menstruating should 
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note that only temperatures taken on the tint through fourth Jav 
ot the cycle are accurate. Normal readings are between 97.8 and 
98.2. Temperature consistently lower than ^7.8 degrees suggest 
inadequate thyroid production. 

Thyroid replacement therapy usually returns thyroid activity 
to normal and thus reduces risk of heart disease While the best 
selling brand is Synthroid, I never presenhe this synthetic hor 
mone to my patients with low thyroid function. Synthroid 
contains only T4, and T4 is not the only hormone pnxluced hv 
the thyroid gland. This is why I recommend ArmtHir Thyroid or 
another form of natural desiccated porcine (pork^ thyroid, which 
contains all the active elements of the thyroid eland. Natural 
thyroid has been around much longer than Svnrhroid and p*ts 
sesses a long history of safety and effectiveness. It vixi have hy¬ 
pothyroidism, I urge you to go natural. Your Kxlv will know the 
difference. See the resource section tor sources ot natural thyroid 


TESTOSTERONE AND THE MALE HEART 

You probably know that testosterone is the hormone that gives 
men big muscles, a deep voice, a heard, and a randy sex drive But 
you might not he aware that it also affects the heart. This etfevt 
was long believed to he adverse. After all, men have much higher 
rates of heart disease than women, until men^mse, anyway 
And testosterone levels are one major difference between men 
and women. Research over the past few years, however, suggests 
that testosterone actually inhibits atherosclerosis. 

A research team from Columbia University's College ^ Phvsi 
cians and Surgeons in New Vvk City followed >> men with 
chest pain or other signs atherosclen>uc heart disease They 
discovered that baj^ed on oanpansons ot their ,u\gk>trams, the 
men with low levels ot testosterone were much more likelv to 
have significant athen>sclervviis than men with higher te>n» 
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terone levels. The researchers concluded that low testosterone 
levels may be a risk factor for coronary artery disease. 6 

Other studies have documented the relationship between testos¬ 
terone and specific risk factors for heart disease. Decreased levels of 
this hormone corresponded with elevations in triglycerides and 
lipoprotein(a), and with reductions in HDL cholesterol. 7 Testos¬ 
terone appears to help maintain arterial responsiveness to signals to 
dilate or contract and to improve blood flow in men with existing 
heart disease. 6 One study, an arm of the ongoing Massachusetts 
Male Agtng Study, has found that low testosterone levels play a role 
in the development of insulin resistance and type 2 diabetes, both 
risk factors for atherosclerosis. 9 

A very interesting study, published in Circulation in 2000, re¬ 
ported on supplemental testosterone as a therapy for angina. 
Forty-six men, average age sixty-two, who had chest pain related 
to heart disease plus low-normal testosterone levels were divided 
into two groups and given either testosterone patches or dummy 
patches to wear for fourteen weeks. At the study’s conclusion, the 
men using the testosterone patches had astounding improve¬ 
ments. They were able to increase their time on the exercise 
stress test before experiencing angina by 37 percent, compared to 
the 15 percent increase in the placebo group. Study participants 
also reported improvements in their social functioning and men¬ 
tal and emotional health. 10 

At the Whitaker Wellness Institute, we frequently prescribe 
testosterone for our older male patients if blood tests show that 
their levels are below those of a young adult. However, if you ask 
your own physician about testosterone, you may get a blank stare. 
Although therapeutic use of this hormone is becoming more 
popular, it is still, in my opinion, vastly underused. This makes 
no sense. Men’s testosterone levels decline with age, just as 
women’s estrogen and progesterone levels do. Women are almost 
always offered the option of hormone replacement; men rarely 
are. It’s time the medical profession embraces this safe, inexpen- 
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sive therapy for heart disease, flagging libido and energy, low of 
muscle mass, and otheT age-related conditions associated with 
declining testosterone levels. 

Testosterone is available in several different modes of delivery: 
lozenges, injections, and topical ointments rubbed into the skin. 
(Never use oral testosterone, for it may be toxic to the liver.) It 
can be ordered from compounding pharmacists, who prepare pre- 
scriptions for a fraction of the cost of AndroGel and testosterone 
patches. Although repeated studies show that supplemental 
testosterone does not cause prostate cancer, it should not be used 
by men who have prostate cancer, as it could fuel cancer cell 
growth. 


ESTROGEN AND THE FEMALE HEART 

No hormone has fallen in and out of favor more often than es¬ 
trogen. It protects against heart disease, it increases risk ot heart 
disease; it causes breast cancer, it doesn’t cause breast cancer. 
Many of my female patients tell me they are contused and trus- 
trated. Should they use estrogen replacement therapy or 
shouldn’t they? Let’s review the studies on this hormone that re¬ 
late to heart disease, then we’ll briefly touch on some ot the other 
issues surrounding estrogen. 

Rates of heart disease and death from heart attack, while very 
low in menstruating women, jump dramatically in post¬ 
menopausal women. Because this coincides with declining levels 
of estrogen, researchers have sought to explain this relationship 
and to explore the benefits of hormone replacement therapy. Es¬ 
trogen replacement has positive effects on blood lipuk Oioles- 
terol and other blood fiat levels often shoot up after menopause, 
while lipid profiles improve with estrogen replacement: LPL 
cholesterol and lipoprotein(a) come down, and protective HPL 
cholesterol Rets a boost. Estrogen deficiencies have diverse et- 
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feets on the arteries, making them less responsive and reducing 
their ability to relax, and supplemental estrogen also ameliorates 
this risk factor. In addition, estrogen replacement improves in- 
sulin sensitivity, increases the availability of nitric oxide, and has 
antioxidant properties. It even appears to enhance the growth of 
new blood vessels that improve blood supply to the heart. This is 
not to say that supplemental estrogen improves every marker for 
heart disease, for it raises harmful homocysteine, triglycerides, 
and C-reactive protein. 

However, the sum total of these effects would be an expected 
reduction in the risk of heart disease. Early studies bore this out. 
A 1991 review of more than thirty epidemiological studies 
showed that estrogen replacement therapy conferred a 35 to 50 
percent reduction in the risk of heart disease. 11 And the first con- 
trolled clinical trial on hormone replacement therapy and heart 
disease, the 1995 Postmenopausal Estrogen/Progestin Intervene 
tion (PEPI), also supported its cardiovascular benefits. In this 
double-blind placebo-controlled trial, 875 postmenopausal 
women were assigned to conjugated estrogen (the most popular 
type of estrogen replacement), progestin (synthetic proges¬ 
terone), various combinations of estrogen and progestin, or a 
placebo. After three years researchers noted improvements in 
blood lipid levels in the women taking hormones: significantly 
lower total cholesterol and LDL and increases in HDL. (Triglyc¬ 
erides, however, went up.) The most favorable response was in 
the women taking estrogen alone—their increases in beneficial 
HDL cholesterol equaled a 25 percent reduction in risk of heart 
disease. 12 

However, more recent studies have challenged the idea that 
hormone replacement protects against cardiovascular disease. A 
1997 review of twenty-two smaller studies suggested that rather 
than protecting against heart disease, hormone replacement 
therapy increased the risk of coronary events. 13 The largest ran- 
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domized placebo-controlled trial on this subject came up with 
similar findings. 

The Heart and Estrogen Replacement Study (HERS), pub¬ 
lished in 1998, involved 2,763 postmenopausal women with es¬ 
tablished coronary artery disease. They were divided into rwo 
groups, given either conjugated estrogen and progestin or a 
placebo, and followed for more than four years. As in the PEPI 
trial, blood lipid levels improved in the women taking hormones. 
However, this did not reduce the risk of sudden cardiac death or 
other coronary events such as heart attack. In tact, during the 
first year of hormone replacement therapy, there was an in¬ 
creased risk of such events. (This trend began to taper oft in the 
second year, and by year three, hormone replacement actually re- 
duced the incidence of adverse events.) There were other nega¬ 
tive findings as well: a 40 percent increase in the risk of 
gallbladder disease and a 33 percent increase in the risk of non- 
tatal blood clots in women taking hormones. The study’s conclu¬ 
sion was that hormone replacement therapy should not be 
recommended for women with heart disease because of increased 
risk during the first year of therapy. It appeared to be sate after 
that initial year, so the study’s recommendation was that women 
who were already on the therapy need not stop, tor they would 
likely receive benefits. 14 

The failure of estrogen to improve the course ot existing ath 
erosclerosis has been demonstrated in subsequent studies, includ 
ing the 2000 Estrogen Replacement and Atherosclerosis (ERA^ 
trial 1 ' and the ongoing Women’s Health Initiative. In the latter 
study, which is an examination ot the effects ot hormone re 
placement thempy in 27,000 healthy postmenopausal women, 
participants were told in April 2000 ot an increase in early car¬ 
diac events affecting about 1 percent ot the women. The study 
was not stopped, however, because the penod ot maximum risk 
had passed. 1 * 

All this negative evidence was sufficient tor the Amencan 
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Heart Association and the American College of Cardiology to 
change their tune regarding hormone replacement therapy. They 
now recommend against starting women on hormone replacement 
therapy solely to prevent heart attack and stroke. 17 Furthermore, 
the FDA requires label warnings on estrogen-progestin combina¬ 
tion products: “Women with a history of coronary artery disease 
may have an increased risk of serious cardiac events during the first 
year of treatment with estrogen/progestin treatment.” 18 

Before we throw the baby out with the bathwater, remember 
that an increased risk of heart attacks and deaths occurred only 
during the first year of use, and only in women with existing dis¬ 
ease. Much of the problem, in my opinion (and that of the FDA, 
judging by the above label warning), lies with the type of hor¬ 
mone replacement used in virtually all of these studies—prog¬ 
estin (an unnatural imitation of progesterone that we will cover 
in the next section) and Premarin, an estrogen drug derived from 
the urine of pregnant mares. 

Estrogen isn’t one hormone but a group of hormones with sim¬ 
ilar properties. The three major forms produced in a woman’s 
body are: 1) estradiol, the most active form of estrogen, which is 
secreted by the ovaries and the strongest of the group; 2) estrone, 
secreted by the adrenal glands and also produced in the fat cells; 
and 3) estriol, the weakest but safest of the three. It would make 
sense to prescribe natural, human-identical versions of these safe 
and effective forms of estrogen rather than a drug derived from 
the urine of pregnant mares, and, in fact, this is what we do at 
the Whitaker Wellness Institute. 

The estrogen preparation we prescribe for our patients is called 
bi-estrogen. It is 80 percent estriol, the weakest but safest form of 
estrogen, and 20 percent estradiol, the dominant estrogen in the 
body, which facilitates the effectiveness of estriol. I cannot say 
for certain that this human-identical estrogen formulation is 
safer than the conjugated horse estrogens, for there have been no 
head-to-head studies. However, I can say that it is natural to the 
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human body, and it has some protective effects that the stronger 
estrogens do not. For example, while estrone (which is in Pre- 
marin) stimulates proliferation of breast cells and may contnbute 
to cancer, estriol has been shown to protect against estrogen- 
stimulated breast cell replication. 

Other benefits of supplemental estrogen include prevention 
and treatment of osteoporosis, relief of menopausal symptoms, 
and memory enhancement. It has been demonstrated to reduce 
the risk of peripheral artery disease (caused by atherosclerosis and 
poor circulation in the extremities) 19 and to be useful in the 
treatment of heart failure. 20 Documented negatives include in¬ 
creased risk of gallbladder disease, endometrial cancer (when es¬ 
trogen is used without progesterone), and, with very long-term 
use, ovarian cancer. 

Less clear is the risk of breast cancer. Some studies have 
demonstrated an increased risk, while others have failed to show 
any such correlation. If there is an increased nsk—and it cannot 
be ruled out—it appears to be small, and it is most likely to occur 
with extended use. And once again its a question of what kinds 
of hormones you are using. 

Given the many pluses and minuses associated with hormone 
replacement therapy, each woman must make a personal decision 
based on a consideration of a broad range of factors, including 
her own health status and risk factors. At the clinic we discuss 
with each woman her personal history, nsk factors, and prefer¬ 
ences, tell her the pros and cons not only of hormone replace¬ 
ment therapy in general but of the various types of estrogen and 
progesterone, then leave the decision up to her. After weighing 
all the factors, our patients often choose to begin therapy, and 
most of them are very satisfied once they get started. 

Bi-estrogen must be formulated by a compounding pharmacist, 
who mixes the ingredients together to our specifications. (No 
large drug company makes bi-estrogen—it is a patent/protit 
issue.) Like all estrogen preparations, it requires a prescription. 
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You will need to work with a doctor to tailor your hormone re¬ 
placement to meet your needs, for dosages vary from woman to 
woman and, as with any hormone replacement program, you may 
experience minor side effects until the proper dosage is achieved. 

Our usual starting dose for postmenopausal women is 1.25 to 
2.5 mg bi-estrogen. Most of our patients use bi-estrogen and nat¬ 
ural progesterone together. Some use progesterone alone, and a 
very few use only estrogen (only women who no longer have a 
uterus). For a list of compounding pharmacies and physicians ex¬ 
perienced with natural hormone replacement therapy, refer to 
die resource section. 

PROGESTERONE, NOT PROGESTIN 

Progesterone has taken a bad rap over the past couple of years. 
Several large studies of the effects of hormone replacement ther¬ 
apy on the cardiovascular system pointed to worse outcomes 
once progesterone was added to a regimen of estrogen supple¬ 
mentation. However, a few astute researchers are finally getting 
around to realizing what alternative docs have known for years: 
The “progesterone” used in all of these studies is not really prog¬ 
esterone at all but synthetic compounds called progestins. The 
most popular of the progestins in this country is Provera 
(medroxyprogesterone), a chemical derivative of progesterone 
with a similar but not identical molecular structure. Synthetic 
progestins have a host of adverse side effects in a womans body 
from imtability and insomnia to breast tenderness and fluid re¬ 
tention to blood clots and cardiac arrest. Furthermore, these 
drugs can lower a woman’s innate production of progesterone, 
which may further exacerbate hormone imbalances. 

Now lets compare this to natural progesterone. Unlike 
Provera, which can cause fetal abnormalities if taken during 
pregnancy, natural progesterone is produced in abundance during 
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pregnancy, and is in fact crucial to the survival of a fetus. It is 
often given to women having trouble conceiving. Do you think 
fertility doctors would give a woman trying to conceive Provera 
or another progestin? Not on your life. Yet millions of women are 
given prescriptions for this side-effect-riddled chemical. 

While 111 be the first to agree that progestms should not be 
used by women with heart disease—or any women, for that mat- 
ter —natural progesterone is another stOTy. French researchers 
tackled this subject in a 2000 article in Steroids. They reported 
that while progestins do indeed have adverse effects on blood 
fats, natural progesterone has no negative effect on lipids. Fur¬ 
thermore, while natural progesterone does not reverse the bene¬ 
ficial effects of estrogen, the addition of progestin to an estrogen 
regimen has been shown to inhibit endothelial function, reduc¬ 
ing the ability of the arteries to dilate by as much as 50 percent. 
This suggests that at worst, natural progesterone has a neutral ef¬ 
fect on the cardiovascular system, while progestin has decidedly 
negative consequences. 21 

Another example of the difference between natural proges¬ 
terone and progestins was demonstrated in an Italian study. Re¬ 
searchers treated 18 postmenopausal women with estradiol (the 
strongest form of estrogen) for four weeks. They then added nat¬ 
ural progesterone, administered as a vaginal gel. After a two- 
week clearing-out period on estradiol alone, the patients were 
crossed over to progestin plus estradiol. During each phase ot this 
study the women underwent exercise stress testing to see how 
long they could exercise before exhibiting signs of compromised 
blood flow to the heart. While taking estrogen alone, the 
women’s exercise time on the stress test increased, compared to 
their baseline tests. On the estradiol/natural progesterone ther¬ 
apy, exercise time further improved. However, when the women 
were taking estradiol and a progestin, performance on the tread¬ 
mill—and thus heart function—were compromised." 

A woman who has not had a hysterectomy should never rake 
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estrogen by itself. It should always be balanced with natural, 
human-identical progesterone. The form we use at the institute 
is micronized oral progesterone suspended in an oil base for max- 
imum stability and absorption. Another option is a cream or gel 
that you rub on your inner arms, thighs or shoulders, or vagina. 
Both of these forms deliver a measurable dose of progesterone 
that predictably raises blood levels of the hormone. I prefer oral 
natural progesterone because I feel that the dose can be better 
controlled. It requires a doctor’s prescription. The topical skin 
preparations are available over the counter. Whichever route you 
go, I suggest you have blood tests of your progesterone levels to 
establish your appropriate dose. 


HUMAN GROWTH HORMONE: PERHAPS THE MOST 
POWERFUL HORMONE OF ALL 

Human growth hormone is secreted by the pituitary gland in 
large concentrations during the tremendous growth spurts of 
childhood and adolescence. After age twenty its production falls 
off by as much as 14 percent per decade. By the time we reach age 
sixty-five, levels are often negligible. Supplemental growth hor¬ 
mone has been around for years as the only treatment for chil¬ 
dren of extremely short stature caused by a deficiency in growth 
hormone. Its therapeutic value for adults first became apparent 
in 1990, with the publication in the New England Journal of Med¬ 
icine of an extraordinary study by Daniel Rudman, M.D. In this 
study, six months of growth hormone administration to 21 men, 
ages sixty-one to eighty-one, resulted in improvements in lean 
muscle mass, bone density, and skin thickness that were equiva¬ 
lent to turning back the clock ten to twenty years. 23 

Interest in growth hormone took off like a rocket. Over the 
past decade we have seen positive studies on this hormone s ben¬ 
efits in the treatment of slow-healing wounds, brain injuries, im- 
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mune dysfunction, osteoporosis, muscle wasting, and heart dis¬ 
ease. It has been demonstrated to increase exercise tolerance, 
raise beneficial HDL cholesterol, and normalize blood pressure. 
However, the dominant effect of growth hormone on the cardio¬ 
vascular system is on the heart muscle itself, making it an excel¬ 
lent therapy for heart failure. This condition is characterized bv 
a weakening of the heart, which loses its ability to contract effi¬ 
ciently enough to pump blood throughout the body. As a result, 
fluids collect in the lungs and pool in the extremities. Growth 
hormone administration dramatically improves cardiac function 
in a majority of patients. Brazilian physicians reported on a pa¬ 
tient with such severe heart failure that he was awaiting a heart 
transplant. He began treatment with growth hormone and over 
the next few months, his ejection fraction (a measurement of the 
heart’s efficiency) climbed, his ability to exercise increased, and 
he was taken off the transplant list. 24 

To determine if your growth hormone levels are low, get a 
blood test for insulin-like growth factor-1 (IGF-1). Growth hor¬ 
mone is released in pulses, most significantly dunng sleep and 
heavy exercise. It travels to the liver, where it is quicklv converted 
into IGF-1. By measuring this longer-lived compound, you can 
get an accurate prediction of your growth hormone level. It vours 
falls below 300 ng/ml, you may be a candidate for therapv, tor 
premature atherosclerosis is common in growth-hormone- 
deficient adults. 

Growth hormone is administered by injection with a small 
needle; patients inject themselves several times a week at home. 
Although the therapy isn’t cheap, you get a lot ot bang tor vour 
buck with growth hormone. In addition to the injected tomi, 
there are a number of over-the-counter products billed as growth 
hormone precursors, or secretagogues, which claim to stimulate 
the body’s natural production ot growth hormone. I don t recom¬ 
mend them at this time. The bulk ot the research is on the in¬ 
jected hormone, and although I have seen evidence that some ot 
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these pills, powders, and sprays do raise IGF-1 levels, whether 
they are as effective a therapy as the hormone itself remains to be 
seen. Future research will tell. 

Unlike the nutritional supplements we covered in Chapter 14, 
with the exception of DHEA and natural progesterone creams, 
these hormones require a prescription, and they all call for peri¬ 
odic monitoring to make sure your levels are in the therapeutic 
range. If you feel you would be a candidate for any of these hor¬ 
mones, bring it up with your doctor and draw his or her attention 
to the studies mentioned in this chapter and referenced in the 
back ot the book. For listings of physicians familiar with natural 
hormone replacement therapy and compounding pharmacies 
that fulfill such prescriptions, see the resource section. 



CHAPTER 18 


EECP, Chelation, and Hyperbaric Oxygen: 
Big Guns Against Heart Disease 


When Richard came to see me, he was in bad shape. Al- 
though he had had two bypass surgeries, the grafts had closed up 
and his angina had returned with a vengeance. Simplv walking 
across the street from his parked car to my office was almost coo 
much for him. Furthermore, his cardiologist told him that 
because of extensive scar tissue in his chest cavirv from the 
previous surgeries, he was not a surgical candidate. He was dete¬ 
riorating rapidly and had very few options, so he came to the 
Whitaker Wellness Institute as a last resort. Richard was already 
eating a good diet and taking an excellent nutritional supple¬ 
ment program. Extensive exercise was out of the question be¬ 
cause of his chronic and severe angina. 

I knew Richard needed something dramatic, so I started him 
on EECP. (Ill explain this therapy in derail below.) After onlv a 
handful of treatments Richard began to feel better. He was able 
to tolerate exercise better, and he had fewer bouts ot chest pain. 
After the full treatment course, much to his delight, his chest 
pain was gone. He had a repeat PET scan, which showed sub¬ 
stantial improvement in blood flow to his heart muscle. Richard 
was able to return to most ot his previous activities and began 
enjoying life again. Over the next tew years, Richard returned to 
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the clinic periodically for a repeat course of EECP. The last time 
I saw him he told me he had moved to New Zealand and pur¬ 
chased a ranch. He was feeling great and having no problems 
keeping up the required manual labor. 

Many of the patients with heart disease who come to the 
Whitaker Wellness Institute have been told that they need by¬ 
pass surgery* or angioplasty. They are seeking a second opinion 
because they hope to avoid such a drastic approach to their heart 
disease. Some, like Richard, come because their doctors have 
given them no hope at all. We start all these patients on the diet, 
exercise, and nutritional supplement program detailed in this 
book, and most of them do very well. They return home, perse¬ 
vere through the early weeks when breaking old habits makes for 
some challenging times, then settle into a way of life that works 
for them. Over time, their symptoms improve and their heart dis¬ 
ease recedes. Sometimes, however, this isn’t enough. A patient 
who is having severe and unrelenting chest pain or is able to 
w alk only half a block before resting is in need of a more imme¬ 
diate fix. It isn’t that lifestyle therapies won’t work for these pa¬ 
tients. As I hope I have made clear in this book, they can and 
they do. However, these people need more intense therapy, and 
they need it now. 

This is why I have over the years incorporated three additional 
very powerful therapies into my practice. These therapies are ex¬ 
amples of everything that is good about medicine. Unlike bypass 
surgery and angioplasty, they are noninvasive and involve no 
hospitalization, sedation, cutting, or other trauma to the body. 
Unlike drugs, they are nontoxic and there is no potential of 
harmful side effects. They are safe, relatively inexpensive, and 
are administered in a physician’s office, not a hospital. Best of all, 
they work. Let’s begin with the therapy that for patients with 
heart disease is the closest thing going to a natural bypass. 
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EECP: A NATURAL BYPASS 

Enhanced external counterpulsation (EECP), the therapy 
Richard used to reverse his heart disease, has been around for 
more than forty-five years. It was developed at Harvard L'niver- 
sity by Harry Soroff, M.D., as a treatment for angina. Dr. Soroff 
figured that since angina was caused by insufficient blood flow 
and oxygen delivery to the heart, anything that would facilitate 
blood flow might relieve angina. He designed a mechanical sys¬ 
tem that literally squeezed blood out of the lower extremities and 
up toward the heart. It eased angina and improved circulation so 
much that it was quickly embraced as a therapy for heart disease 
and all manner of circulatory disorders—in China and other 
Asian countries, that is. In this country, it was inexplicably ig¬ 
nored. 

Interest in EECP has surfaced in the past decade, however, and 
its benefits for the heart are supported by dozens of studies in the 
United States. One of them, published in the Amencan Jouttui oj 
Cardiology , followed 18 patients whose angina had returned fol¬ 
lowing bypass surgery despite treatment with medications to help 
control their symptoms. Each of these patients underwent a 
course of EECP, receiving treatment five times a week. At the 
study’s conclusion, 16 of the 18 patients reported complete relief 
from angina, while the other 2 reported less dramatic improve¬ 
ment. Follow-up thallium stress testing showed a complete re¬ 
sumption of blood flow to previously obstructed areas of the heart 
in 67 percent of the patients, partial resumption in 11 percent, 
and no change in 22 percent. 1 

Another study involved 12 patients who had significant 
angina—an average of 3.9 episodes a day with an average inten¬ 
sity of 2.9 out of 4- After completing a course of EECP, the angina 
episodes were reduced to an average of 0.1 per dav with an in¬ 
tensity of only 1.7 out of 4. This means that thev went from an 
average of almost four angina attacks a day to one every ten Javs. 
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And all these patients reported improvements in energy level, 
ability to work, and sense of well-being. 2 

In a 1999 placebo-controlled study, researchers at seven uni¬ 
versity medical centers, including Yale, Columbia, and Harvard, 
enlisted 139 patients with serious heart disease. Sixty-five per¬ 
cent of the patients had multivessel disease, more than half had 
already had at least one heart attack, and 62 percent had under¬ 
gone bypass and/or angioplasty. All were having chronic and se¬ 
vere angina and taking multiple medications. They were divided 
into two groups and received either 35 EECP or sham (placebo) 
treatments. At the study’s completion, patients in the placebo 
group showed little improvement. Those undergoing EECP, 
how ever, had a decrease in the number of weekly angina attacks, 
from 3.9 to 2.4, and required less nitroglycerin to curb their pain, 
from 2.6 to 1.2 doses per w'eek. As in previous studies, they also 
reported an increase in exercise duration and marked improve¬ 
ments in their energy level and how they felt overall. 3 

EECP Provides Long-Term Benefits 

The best part about EECP is that it is very effective in reliev¬ 
ing chest pain not only during and just after treatment but for 
months and years afterward. Here’s why. EECP stimulates the 
production of collateral circulation, the blood vessels we dis¬ 
cussed earlier that grow around arterial blockages. It is the equiv¬ 
alent of a surgery-free bypass. In no time at all, new vessels are 
opened, supplying adequate oxygen and nutrient-rich blood to 
the heart muscle and alleviating anginal pain. 

The actual therapy is somewhat difficult to describe. You lie 
on a flat surface and what looks like a wet suit is strapped around 
your lower extremities, from the ankles to just below the waist. 
You are then hooked up to an EKG machine that monitors your 
heartbeat, and in synchrony with each beat of your heart, the 
contraption contracts. This forces blood up the extremities and 
through the veins toward the heart, increasing blood flow not 
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only to the heart but also to the brain, kidneys, eyes, and other 
organs. One treatment session lasts about an hour. Patients chat, 
listen to music, watch television, or read. Aside from the squeez- 
ing sensation, there is no discomfort. The recommended course 
is thirty-five one-hour treatments, taken once or twice a day. In 
three or four weeks, far less time than it would take to recover 
from bypass surgery, chest pain and other symptoms of heart Jiv 
ease are often eliminated. 

You may wonder how long EECP’s benefits last. In the multi- 
center study reported above, 40 patients who had undergone 
EECP were reexamined one year after the conclusion of their 
treatment course. Seventy percent continued to show improve¬ 
ment. 4 Most patients note benefits long after the treatment is 
finished. One man whose heart disease was so severe that he 
had been given his last rites underwent EECP because he had 
no other options. Five years atter treatment, he remained pain- 
free and fully active. Furthermore, if pain docs return after a 
number of months or years, you can safely undergo another 
course. 

EECP is gaining popularity in this country. Although I wa> 
one of the first physicians to utilize it, its benefits are >o dra¬ 
matic and well documented that even Medicare reimburses for 
its use in patients with angina. If you’ve been told you have no 
options other than bypass surgery, get thee to an EECT center 
I also recommend you check EECP out it you are afflicted with 
any condition involving the circulatory system, such as periph¬ 
eral vascular disease, stroke, Parkinsons disease, erectile dys¬ 
function, blindness due to retinal artery occlusion, or Midden 
deafness. Even though most of the American research on this 
therapy has been on its effects on heart disease, EEC T has been 
studied and is widely used abroad tor the treatment of the>e 
other disorders. 
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EDTA CHELATION: A TRIED-AND-TRUE THERAPY 
FOR HEART DISEASE 

Ethylenediaminetetraacetic acid (EDTA) is a synthetic protein 
that has an affinity for minerals. When it is slowly infused into 
the bloodstream, it latches on to minerals such as iron, copper, 
lead, and cadmium, forming a tight chemical bond. It then passes 
through the kidneys and out of the body in the urine, taking 
these minerals with it. Although most of these minerals are re¬ 
quired for optimal health (lead is an exception), when they build 
up in the body, friend turns to foe and they speed up the oxida¬ 
tion process. Removing excesses of these minerals through chela¬ 
tion retards free radical damage to the arteries and slows down 
atherosclerosis. 

Chelation tackles atherosclerosis from other angles as well. It 
chelates excess calcium from the arterial walls, making them 
more responsive and better able to dilate, thus improving blood 
flow and general circulation. It also has blood-thinning effects 
and discourages the formation of potentially harmful blood clots 
that could initiate a heart attack. Furthermore, it is a powerful 
antioxidant in and of itself. Given the diverse ways in which 
chelation protects the cardiovascular system, you would think 
that this therapy would be embraced by the medical community. 
Unfortunately, this has not happened. 

Chelation Has a Rocky History 

While chelation therapy has long been recognized as the most 
effective therapy available for heavy metal poisoning, its benefits 
for the cardiovascular system were discovered largely by accident 
in the 1950s. When men suffering from lead poisoning from 
painting World War II battleships underwent EDTA chelation to 
remove this toxic metal from their bodies, physicians noticed 
that those who had heart disease were having remarkable im- 
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provements not only in their symptoms of lead poisoning but also 
in their chest pain and other signs of atherosclerosis. 

This discovery was met with enthusiasm, and further usage 
confirmed the original discoveries. Chelation was well on its wav 
to becoming an accepted treatment for heart disease until 1963, 
when prominent Philadelphia physician Lawrence Meltzer, 
M.D., published an article in the American Journal of Cardiology 
that questioned its effectiveness. He assessed the long term ef¬ 
fects of a single course of chelation treatment in 38 patients with 
severe heart disease. After three months of treatment, 66 percent 
of the patients noted reductions in angina, and 40 percent had 
improvements on their electrocardiogram. After four vears, al¬ 
though 12 of the patients had died, 15 of them continued to ex- 
perience the benefits delivered by EDTA. Based on this studv, Dr. 
Meltzer concluded that EDTA chelation therapy was ineffective 

As 1 review this study today 1 am baffled by Dr. Meltzer’* con- 
elusion, for it is not consistent with the data in his own article. 
The reported annual death rate in these study subjects or S per- 
cent was superior to the overall death rate from severe heart dis¬ 
ease at that time. Heart disease was a much more virulent disease 
in the 1960s than it is now, and these patients were quite ill to 
begin with. Numerous experts have estimated that the vearlv 
death rate in comparable patients would have been between 1C 
and 15 percent. Rather than recognizing the obvious benefits 
from this early study, Dr. Meltzer illogically stated that chelation 
therapy is “not a useful tool in the treatment of coronarv disease 
at the present time.” 5 

Over the next few years chelation therapy lost favor as inva¬ 
sive procedures and powerful drugs grew in popularity. Fortu¬ 
nately, chelation never went away. A handful of phvsicians 
persisted in using the therapy and continued to report its sub¬ 
stantial benefits, and close to a million patients have undergone 
this therapy for cardiovascular disease. 
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Its Benefits Are Proven 

Several studies have confirmed the benefits of chelation. A 
1993 analysis reviewed forty published studies and another thirty 
unpublished studies involving a total of 25,000 patients. All but 
one, a Danish study, had positive results, and 87 percent of pa¬ 
tients overall demonstrated improvements in vascular disease. 6 
Of course, the negative Danish study has probably received the 
most attention. But an interesting aside is that just before this 
study was done, Danish physicians offered chelation to seriously 
ill patients who were awaiting bypass surgery or amputation of an 
extremity. Of the 92 patients who underwent chelation, 82 can¬ 
celed their surgery! 7 

While studies provide compelling statistics, 1 have been even 
more impressed by the effects of chelation that I have witnessed 
in my own patients. John came to see me with severe chest pain 
and a recommendation from his physician to undergo repeat by¬ 
pass surgery. His memories of his triple bypass ten years earlier 
were anything but pleasant, so he was looking for alternative 
ways to relieve his debilitating chest pain. I put him on our 
lifestyle program, along with a course of EDTA chelation ther¬ 
apy. He began to improve almost immediately. After only six 
treatments his pain was dramatically reduced, and after eighteen 
sessions he had virtually no symptoms. When John first began 
therapy, I asked him what he would be doing if he were well. He 
told me that he wanted to travel. Six months after his treatment 
at the Whitaker Wellness Institute, John climbed the stairs of the 
Statue of Liberty without any pain. A year later he was in Siena, 
Italy, climbing the thirty stories of stairs of the Siena Tower—and 
le had to stop only twice to catch his breath. 

Sixty-one-year-old Richard was hospitalized with severe chest 
>ain and told that if he didn’t have bypass surgery he would die. 
Richard signed himself out of the hospital against medical advice 
ind came to the institute for chelation. A year and a half later, 
le was pain-free and taking no heart medications. Thomas, sixty- 
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four, had a calcified heart valve, numerous blockages in his corn- 
nary arteries, and an 80 percent blockage in one of his carotid 
arteries. He was told he was a “walking time bomb" and that bv- 
pass surgery, replacement of his heart valve, and carotid en¬ 
darterectomy (surgical reaming out of the artery m his neck) 
were his only options. He said no thanks, and took his chances 
with lifestyle changes and chelation. A year later his heart valve 
was functioning normally, his carotid blockage had receded to 
only 15 percent, he was taking no drugs, and he felt great. Robert 
had severe blockages in two of his coronary arteries and was 
given a “death sentence" unless he had surgerv He chose to go 
on a heart-healthy diet, do regular exercise, and start chelation 
therapy. Two years later he was off all drugs, had no angina, and 
was jogging four miles a day. 

My favorite patient story* regarding chelation isn't about coro¬ 
nary artery disease, but it is an amaiing testimony to the power 
of this therapy. J.J. was a fifty-three-year-old high school teacher 
with a long history ot diabetes. He was plagued with recurring 
open, ulcerated sores on his teet that just wouldn t heal in spire 
of massive doses of antibiotics. He was finally told that his onlv 
option was amputation. On the day J.J. was to have surgen. he 
called his substitute teacher. This teacher had heard ot chelation 
therapy and my clinic and suggested that J.J. check us out He left 
the hospital against his physicians advice and came to rhe 
Whitaker Wellness Institute. We started him on a comprehen¬ 
sive treatment program, which included an immediate course ot 
chelation. Today J.J. is walking around on his own two legs, 
teaching, coaching, and living life to its fullest. 

Chelation is administered in a physicians office, usually once 
or twice a week. You sit in a recliner and an IX is inserted into a 
vein in your arm. Then you sit hack and relax, sleep, read, or chat 
with others undergoing the same treatment while EPTA slowly 
circulates through the miles of blood vessels in vour body. Each 
treatment takes about three hours, and a complete course is he 
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tween twenty and thirty treatments. Patients with a chronic con¬ 
dition often continue with ongoing maintenance treatments 
once a month. Although the initial IV needle insertion may be 
uncomfortable, the procedure itself is painless and completely 
safe. I recommend EDTA chelation therapy for patients with hy¬ 
pertension, atherosclerosis, angina, and circulatory disorders such 
as intermittent claudication, peripheral artery disease, and dia¬ 
betic complications of the lower extremities. 


SATURATE YOUR CELLS WITH HYPERBARIC OXYGEN 

Food, water, and oxygen are the three requisites for life, but our 
most immediate need is for oxygen. If your cells are deprived of 
this life-sustaining element for even short periods of time, they 
will die. Cut off blood and oxygen supply to the brain (the 
essence of a stroke) and neurons begin to die within minutes. 
Block its delivery to the heart, and you have the coup de grace in 
heart disease. Virtually all of the therapies we have discussed in 
this book directly or indirectly improve oxygen delivery to the 
heart and arteries. Now 1 want to tell you about hyperbaric oxy¬ 
gen therapy, a treatment we utilize at the Whitaker Wellness In¬ 
stitute that literally floods the body with oxygen—including 
areas affected by severe atherosclerosis. 

Hyperbaric (meaning above normal pressure) oxygen therapy 
is a way of delivering massive amounts of oxygen to oxygen- 
starved tissues. The best way to explain how it works is to visu¬ 
alize a Coke. Open the can and there is a pop as built-up gas 
(carbon dioxide) is released. Pour it into a glass and it immedi¬ 
ately fizzes up as gas bubbles escape from the liquid. After a time, 
the bubbling stops and the drink becomes flat because at normal 
atmospheric pressure, gases will not dissolve in liquids—they 
simply escape into the atmosphere. To get the fizzy effects of car- 
bonation, these soft drinks must be bottled under pressure. 
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This is essentially how hyperbaric oxygen therapy works. 
While at normal atmospheric pressure oxygen is carried only on 
the hemoglobin in your red blood cells, in a pressurized environ- 
ment oxygen dissolves in all of your body’s fluids and is trans- 
ported to all tissues, even those with a poor or absent blood 
supply. As you breathe oxygen in a hyperbaric oxygen chamber, 
your cells are flooded with many times their normal amount of 
oxygen. Believe it or not, inside a hyperbaric chamber a patient s 
heart could actually be stopped with no ill effects—oxygen would 
enter and sustain the cells even if there were no blood flow. In 
fact, before the invention of the heart-lung machine, some of the 
very early open-heart surgeries were performed in hvperbanc 
oxygen chambers. 

Oxygen Under Pressure 

Hyperbaric oxygen therapy is administered in a specially de¬ 
signed chamber. After you are comfortably situated in the cham¬ 
ber, pressure is slowly increased to 1.4 to 3 times normal 
atmospheric pressure. You’ll probably notice increased pressure 
in your ears, similar to what you feel when a plane takes otf or 
lands, but there is no other discomfort. Then you breathe ICC 
percent oxygen through a small mask while relaxing or listening 
to music. A typical treatment session lasts fom-hve minutes to 
two hours, and at its completion pressure is slowlv returned to 
normal. Sessions are repeated from five to tom* times, depending 
on the condition being treated. 

The effects of this massive infusion ot oxvgen are remarkable. 
For patients who have just suffered a heart attack, hvperbanc 
oxygen can be lifesaving. It lessens damage to the heart muscle 
by providing dying cells with oxygen and minimizing tluiJ accu¬ 
mulation that leads to cell death. It also enhances the effects ot 
clot-busting drugs administered right after a heart attack. A 
group of physicians at the Long Beach Memonal Medical Center 
in Long Beach, California, studied 46 patients who were admit- 
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ted to the hospital with an acute heart attack. All of the patients 
were treated with a clot-dissolving drug, tissue plasminogen acti¬ 
vator (TPA), but 24 of them also received two hours of hyper¬ 
baric oxygen therapy. 

Those who received hyperbaric oxygen reported relief from 
angina after an average of 271 minutes from the time they first 
noted symptoms, and most noted relief within ten minutes of en¬ 
tering the chamber. The patients who were treated with the drug 
alone did not experience pain relief until 671 minutes post-heart 
attack. These physicians also reported that the therapy hastened 
the recovery’ of normal electrical activity in the heart, which as 
we discussed in Part I becomes erratic during a heart attack. 
EKGs of the oxygen-treated patients calmed down in an average 
of 188 minutes, compared to 374 minutes for those treated only 
with drugs. There was also evidence that the heart muscle cells 
of the patients who received hyperbaric oxygen were actually 
being saved. Furthermore, the ejection fraction, which indicates 
the pumping efficiency of the heart, was better in the hyperbaric 
group.' 

Hyperbaric oxygen therapy is also useful in less dire circum¬ 
stances. It relieves angina, smoothes out arrhythmias, and im¬ 
proves circulation. It also stimulates angiogenesis, the growth of 
collaterals. The high pressure inside a hyperbaric oxygen cham¬ 
ber causes the arteries to constrict, which is harmless, since oxy¬ 
gen is suffusing the cells. Once you leave the chamber, your body 
compensates for this theoretical reduction in blood flow by grow¬ 
ing new blood vessels. As you go in and out, in and out of the 
chamber, more and more new blood vessels spring up around 
blocked arteries. 

Hyperbaric oxygen-induced angiogenesis is particularly evi¬ 
dent in the small vessels of the brain, making it a remarkable 
therapy for strokes, which can afflict patients with hypertension 
and heart disease. Stroke patients can often avoid paralysis, 
speech difficulties, and other impairment if hyperbaric oxygen 
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therapy is administered immediately after the stroke. Jackie, an 
active seventy-six-year-old, came to our clinic tor hvperhanc 
oxygen therapy after suffering a stroke dunng an angioplasty She 
hobbled into the office for her first treatment, using a walker and 
aided by her son and daughter-in-law. Two weeks and eight treat 
ments later, she carried her walker over the threshold, and now 
she’s out dancing three nights a week. 

It even helps months or years after a stroke. Vic. a seventy 
one-year-old who had two stmkes in the summer of left rhe 
hospital in a wheelchair with severe speech, vision, and hearing 
deficits. After one month in a rehabilitation center, he was sent 
home. His wife was advised that there was no hope ot improve¬ 
ment and it was suggested that she put him in a nursing home 
Instead, after reading about hyperbaric oxygen therapy, she 
brought her husband to the clinic tor treatment some six months 
after his initial stroke. Vic returned tor a second course ot treat¬ 
ment a few months later, and the last time we saw him. he w.is 
walking at least a mile a day and was back to his tormer activi¬ 
ties. 

More than 30,000 scientific studies have been published on 
hyperbaric oxygen therapy over the past seven decades. It has 
proven useful in the treatment of almost 2C\? medical conditions, 
ranging from chronic fatigue and fibromyalgia to multiple sclero¬ 
sis and Lyme disease. Its benefits in facilitating wound healing are 
legendary. Oxygen not only encourages new tissue growth but 
also dramatically curtails infection, since oxygen kills many types 
of bacteria. Many patients with deadly poisonous spider bites or 
flesh-eating bacteria, who would otherwise have lost limbs it not 
their lives, have been saved by this therapy. 

While hyperbaric oxygen has been heartily embraced hv 
physicians in many countries, there are fewer than 3>0 hyper¬ 
baric chambers in the United States, and most of them are in 
hospitals that restrict use to only fourteen Medicare-approved 
applications, such as treating decompression illness (the bends). 
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senous skin and bone infections, carbon monoxide poisoning, 
skin grafts, gangrene, and peripheral artery disease. This is unfor¬ 
tunate. In mv opinion, this safe therapy should be standard emer¬ 
gency room treatment right after a heart attack. Furthermore, it 
should be available to the millions of patients with other condi¬ 
tions who would fare much better than with the drugs and surgi¬ 
cal procedures they are currently receiving. 


IF THESE THERAPIES ARE SO GOOD, WHY DONT 
MORE DOCTORS RECOMMEND THEM? 

This a question that has haunted me since I was a young resident, 
first learning about effective therapies that were not taught in 
medical school. The answer isn’t that there’s a lack of research 
supporting these “alternative” therapies. The efficacy of every 
therapy discussed in this book has been confirmed in scientific 
studies. In fact, most of them have more supporting research than 
many of the surgical procedures commonly used for heart dis¬ 
ease—some of which, as we discussed in Part II, are not only un¬ 
proven but actually “disproven.” 

Nor can the resistance to these therapies be explained by con¬ 
cerns about safety—surgical procedures and prescription drugs 
kill more than a hundred thousand Americans every year and 
harm millions more. And the risks of bypass surgery are, for most 
patients, greater than their risk of dying from heart disease while 
being treated with more conservative therapies. 

In my opinion, this leaves only one explanation for the bias 
against alternative therapies: the threat that these therapies pose 
to the status quo. If these therapies were to gain a foothold in 
medicine, guess what they would replace? The multibillion- 
dollar hospital-based cardiology wards and surgical suites, and 
entire classes of best-selling pharmaceuticals. There is just too 
much invested in the heart disease industry as it now exists. 
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I sense that the resistance against alternatives in medicine is 
gradually changing, but like most revolutions in the history of 
humanity, it is changing from the ground up. More and more 
people like you are learning about the remarkable benefits of 
these and other unique, safe, and noninvasive therapies. You are 
coming to realize the dangers and irrationality of the old ap- 
proach to the treatment of heart disease. You realize that doctors 
are not demigods but rather people with the same foibles and 
weaknesses as everyone else. You are taking charge of vour own 
health like never before. 

I suspect that managed care will hasten this process. The fi¬ 
nancial incentive of managed care is to cut costs by withholding 
expensive treatments. The effectiveness and easy implementa¬ 
tion of therapies like those discussed in this and previous chap¬ 
ters—which cost a fraction of the expense of bypass, angioplasty, 
and lifelong drug regimens—should make them mighty attrac¬ 
tive. We will likely see more and better coverage for EECP. chela¬ 
tion, hyperbaric oxygen, nutritional supplements, and htestvle 
change programs, at the expense of drugs and surgery . 



PART IV 


The Dietary Program for 
Reversing Heart Disease 




CHAPTER 19 


How to Approach the Dietary Program 


Because of the importance that food has in our lives, we 

are devoting an entire section of this book to the diet for revers¬ 
ing heart disease. Food is much more than the fuel that keeps us 
going—it is a big part of our lives. We don’t eat things because 
they’re good for us but because they taste good, and what tastes 
good to us is what we have grown up with. Offer a bowl of 
menudo, a soup made with intestines, to natives of Mexico, and 
their mouths will water. Explain its contents to someone who 
has never had it before and you’re likely to get a polite “No, 
thank you.” The same goes for haggis, the Scottish delicacy 
made of a sheep’s stomach, and the Korean favorite, kimchee, a 
spicy, smelly, fermented cabbage dish. Food also has layer upon 
layer of emotional meaning. A bowl of grits takes me right back 
to my mother’s kitchen in Atlanta. Birthday cakes, fried chicken 
on Sunday, grandmother’s turkey dressing, your family’s special 
Christmas dessert: We love these foods because we associate 
them with good times in our lives. 

This program requires changes in your eating habits. I know 
this isn’t easy, and at first glance it may seem impossible—this is 
a normal reaction to any kind of change, dietary or not. One 
thing that will make it easier is to always keep your eye on your 
goal: better health. You are obviously a highly motivated indi¬ 
vidual or you wouldn’t be reading this book. Having read Chap- 
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ters 11 and 12, you now understand the reasoning behind rhis 
diet—how it can improve your health and actually reverse many 
of the risk factors for heart disease—and your resolve should be 
firmer than ever. As you become familiar with rhe principles of 
this dietary pri>gram and make it part of your life, you will find 
that eating healthfully becomes easier and easier. I ll go so f ir is 
to predict that one of these days rhis new wav of earing will be¬ 
come so ingrained that you will lose your cravings for rhe un 
healthy tixxis you left behind. Your best motivation, however, 
will be noticeable improvements in your health and how well 
you feel. 


RECIPE FOR SUCCESS 

I do not underestimate the efforts required to adopt and adjusr ro 
this dietary regimen. The entire thrust of this program is a clar¬ 
ion call to change the habits that make us sick, and changing ear¬ 
ing habits is more difficult than changing any other habitual 
behavior. There are two philosophies on how ro approach rht' 
program. One is to ease into it: Reduce red meat consumption 
from five nights a week to two, cut desserts back from even 
evening to two or three times a week, switch to low-fat varieties 
of cheese, and gradually add more and more of the recommended 
foods. 

Another philosophy is to just jump into the pn>gram. C»o cold 
turkey. Clean out your cupboards, restock vour fndge. and make 
an abrupt about-face. This means following the program ro rhe 
letter—no compromises. In my opinion, the latter approach i> 
the best. Think of it like this. How manv alcoholics do you know 
who control their habit by drinking moderately' How mam 
smokers are able simply to cut back on the cigarettes they smoke 
The best way to control these addictions is simply to stop. IV 
etary changes require the same degree ot discipline. 
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This is the approach we take with the patients who spend a 
week with us at the Whitaker Wellness Institute. The clinic pro¬ 
gram of diet, exercise, and nutritional supplementation outlined 
in this book is designed to produce results—and produce them 
quickly, so patients can see changes before they return home. 
They are often astonished that improvements in cholesterol, 
triglycerides, blood pressure, weight, energy, pain, and sense of 
well-being come about so rapidly. After all, most of them have 
been battling heart disease for years and have already tried many 
conventional therapies. One of my favorite things about the 
weeklong clinic program is watching the transformation of 
frightened, debilitated patients into enthusiastic and motivated 
proponents of the regimen. 

For one week our patients eat nothing but the heart-healthy 
foods and dishes described in this section. Of course, for them it’s 
easier because someone else does the shopping and cooking. 
However, at the same time, our nutritionist and professional chef 
are teaching them how to shop, cook, eat in restaurants, and 
suck with this program after they return home. Because it takes 
about twenty-one days to change a habit, we encourage our pa¬ 
tients to strictly adhere to the program for a minimum of two 
more weeks. This is a crucial period, for they must integrate their 
new lifestyle into the real world. We have found that if people 
are extremely vigilant during this time—for a total of three 
weeks—they are much more likely to stay on track over the long 
run. After this period, the new lifestyle starts to become second 
nature, and improvements in health accelerate. Once they’ve ex¬ 
perienced how well they feel on their new regimen, they are less 
likely to go back to their old habits. 

People who successfully implement this program generally go 
through three phases. The first phase is one of negativity—you may 
be discouraged and feel it will be impossible to make all these 
changes. The food is different from what you’re used to. If you are a 
diehard meat-and-potato eater, you may have never considered 
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eating anything besides meat or chicken as a main dish. It sets 
easier during the second phase, as you learn the tricks of the trade. 
What was once foreign and strange becomes familiar, shopping is 
easier, and the uncomfortable disruption of vour old routines is re¬ 
placed by the pleasure of instituting new ones. During this time vou 
will invariably notice improvements in your health. You will likelv 
be taking less medication, your blood pressure and weight will drop, 
and you will have more energy. 

In stage three, your new diet will become old hat. Your taste 
buds will grow to enjoy the taste of “real” food, not doctored up 
with sugar, fats, and salt. Expect to get oft track on occasion— 
after all, you’re only human—but when you do, it will onlv re¬ 
mind you of how far you have come, how much vou have 
changed. You will know you’ve arrived when this dietarv program 
is not a “diet” but simply the way you eat. I remember when I first 
started this program years ago, one of my favorite snacks wnas air- 
popped popcorn we made at home. At the movies one night 1 
bought some popcorn—the regular salted, buttered kind—and it 
just about knocked my socks off. 1 wondered how 1 ever tolerated 
so much fat and salt! 

Of the thousands of patients who have completed this pro¬ 
gram at the institute, without exception those who enjov the 
most success and get the most pleasure out of their new regimen 
choose not to look upon it as an exercise in deprivation Kit 
rather as an opportunity to improve their health and enhance 
their lives. Their continuing good health becomes a mission, a 
hobby, an avocation, and a labor of love. 


REVIEW OF MET PRINCIPLES 

Before we go on, let's recap the general guidelines of the diet tor 
reversing heart disease. To revisit these principles in derail, go 
hack to Charter 12, 
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Make Plant Foods the Basis of Your Diet 

The healthiest foods for humans are vegetables, fruits, beans, 
and whole grains. They are excellent sources of the nutritional 
components that fight heart disease: fiber, carbohydrates, vita- 
mins, minerals, and phytonutrients. The best plant foods are 
those that are in their natural state, and if they are organic, so 
much the better. Vegetables, fruits, beans, legumes, and whole 
grains should make up about 60 percent of your total caloric in¬ 
take. 

Processed and refined plant foods, particularly refined grains 
and sugars, are another story. Products made with sugar and 
white flour, such as white bread, crackers, pastries, and cookies, 
as well as cold cereals, rice cakes, and other snack foods have a 
high glycemic index rating. (So do starchy root vegetables like 
white potatoes and turnips, and tropical fruits like pineapple and 
ripe bananas. However, because they are whole foods they aren’t 
as problematic as processed foods.) These foods cause too rapid 
an elevation in blood sugar and insulin. This is particularly 
harmful for diabetics but is also of concern for the many patients 
with heart disease who are insulin resistant. Regular consump¬ 
tion of these foods may cause elevated triglycerides, low HDL 
cholesterol, abdominal weight gain, hypertension, and other 
manifestations of insulin resistance, or syndrome X. Because of 
the very close association between insulin resistance and heart 
disease, I recommend that all patients with heart disease avoid or 
seriously restrict their consumption of these foods. 

Eat Only Healthy Fats 

Saturated fat from animal foods elevates cholesterol. Trans 
fatty acids in fried foods and hydrogenated oils raise total choles¬ 
terol and lower protective HDL. Excess fat in the bloodstream 
impedes blood flow and interferes with a number of metabolic 
processes. Monounsaturated olive oil, on the other hand, im¬ 
proves circulation and lowers blood pressure, while omega-3 fatty 
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acids in fish and flaxseed oils are a blessing to the cardiovascular 
system. Polyunsaturated oils from sunflower seeds, almonds, and 
other nuts and seeds are also good—provided that they are cold' 
pressed and unprocessed (which most brands are not). The point 
is, there are good fats and there are bad fats, and if you have heart 
disease, you need to learn the difference. 

My general recommendation is that about 20 percent of vour 
daily calories should come from healthy fats. Enjoy raw nuts, av- 
ocados, olive oil, and fatty fish, but be vigilant about avoiding 
saturated and processed trans fats. The best cooking oil is olive 
oil, for it can better tolerate heat without breaking down into un- 
healthy by-products as polyunsaturated fats do. (Canola oil is a 
distant second because of the extensive processing required to 
extract this monounsaturned oil.). Polyunsaturated flaxseed and 
other cold-pressed vegetable oils are good for salad dressings, but 
they are fragile and should never be heated. 

To coat the nonstick skillets, baking pans, and gnddles veu 
will be using to prepare your food, use an olive oil cooking spray 
such as Pam, or purchase a kitchen sprayer and fill it with extra- 
virgin olive oil. If you feel you need something to spread on 
bread, check out the low-fat margarines that are free ot trans fatty 
acids or boast beneficial plant sterols. (Read labels verv carefully, 
for most margarines contain harmful trans fats.) Butter (prefer¬ 
ably organic) on very special occasions is acceptable, but do not 
take this as license to use it regularly. When cooking trv Butter 
Buds Brand Natural Butter Flavored Mix or a similar product to 
get that good old butter flavor. 

Eat Enough Protein —But Not Too Much 

Don’t obsess about protein. Eat a healthy diet and you 11 get 
plenty of this essential nutrient. You don’t have to pork out on 
meat and eggs either. As we discussed in Chapter 12, sov and 
other beans, legumes, nuts, and seeds are very good sources ot 
protein, as are fish and skinless poultry. Replace ground beet w ith 
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ground turkey breast. If possible, purchase organically fed free* 
range poultry and eggs. Even though you will pay a little more for 
them, you’ll likely find that your total food bill will be lower with 
this way of eating, since you’re cutting out red meat and conve- 
mence foods. Your daily protein intake should be about 20 per¬ 
cent of total calories. 

Don’t Overeat 

We eat too much. The average American’s idea of a normal 
serving of meat, for example, is eight ounces—and a 16-ounce 
steak is not considered unusual. Restaurants serve gigantic por¬ 
tions on oversized plates. Fast food joints specialize in 48-ounce 
beverages and “super-sizes” of everything. It’s no wonder we’re so 
heavy. 

This program does not require that you count calories or grams 
of fat. I know from experience that this drives people nuts. You 
will, however, need to monitor your portions, and the guidelines 
below will help you learn to eyeball appropriate serving sizes 
without having to compute calories and the like. (The “typical” 
serv ing size in reference charts and on food labels for meat, poul¬ 
try, and fish is just four ounces.) If you’re still hungry, eat more of 
the recommended foods. Nobody gets fat eating vegetables, 
beans, and fruit. Eating slowly will also help you eat less. It takes 
about twenty minutes for the signal of fullness to reach your 
brain, so if you’re gobbling down your food in half that time, 
you’re likely to overeat. 


RECOMMENDED DAILY INTAKE AND PORTION SIZES 

Carbohydrates (60 percent of total calories) 

• Vegetables: 5 to 8 servings; limit starchy vegetables (white 
potatoes, turnips, com) to two to three times a week. 1 serv- 
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ing * 1 cup raw (the size of a tennis ball) or V* cup cooked 
vegetables. If you find you’re still hungry, eat more from this 
food group. 

• Fruit: 3 to 4 servings; go easy on dried fruits and tropical 
fruits. 1 serving = 1 medium whole fruit or % cup sliced fruit. 

• Starches and grains: 3 to 4 servings from the bread, cereal, 
pasta, and grain categories. Pasta is fine, but prepared foods 
made from refined grains and flour (cold cereals, most 
breads and snack foods) promote insulin resistance. 1 serv- 
ing = 1 slice of bread, A bagel, or % cup cooked cereal, pasta, 
or grain. Try to not exceed this number of servings. 

Protein (20 percent of total calories) 

• 3 to 4 servings of lean protein 

• Fish or poultry: 1 serving = 4 ounces (about the size of a 
deck of cards) 

• Beans: 1 serving = % cup cooked beans 

• Soy products: 1 serving = 4 ounces tofu, 1 cup sov milk, 
cup soy protein 

• Raw nuts and seeds: 1 serving = 2 tablespoons nuts, seeds, 
or nut butter 

• Dairy: 1 serving = 1 cup nonfat cottage cheese or vogurt 

• Eggs: 1 serving = 1 whole egg, 2 egg whites, or v * cup Egg- 
beaters or another frozen egg product 

Fat (20 percent of total calories) 

• Eat only natural, unprocessed fats. Trim meat, skin*poultrv, 
and go easy on whole-fat dairy. Limit oil intake to 2 to 3 ta¬ 
blespoons of olive or flaxseed oil (with occasional use of 
other cold-pressed oils). Strictly avoid fried foods and those 
made with hydrogenated oils (including margarine, regular 
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peanut butter, store-bought pastries and baked goods, and 
deep-fried foods). 


SHOP SMART 

Shop in the produce section, spend time among the dried beans 
and grains, visit the frozen vegetables—and quickly breeze 
through the prepared, canned, and boxed food. Get familiar with 
a local health food store. It is the only place you will find some 
of the healthful oils and sweeteners I recommend. And get into 
the habit of reading labels. Although most of the foods you will 
be purchasing will be fresh, you will use some boxed, canned, and 
frozen foods. Before you purchase them, scrutinize their labels 
carefully. 

Pay attention to sugar in its various guises: com syrup, fruc¬ 
tose, fruit juice solids, maltose, etc. You will be astounded by how 
much sugar is in some products. Also focus on sodium content 
and aim for less than 1,000 mg a day. (As we discussed in Chap¬ 
ter 10, sodium-potassium balance is the real key. If you eat lots of 
potassium-rich plant foods, you can get by with more sodium.) 
And carefully check labels for fat. Avoid anything with saturated 
fat or hydrogenated or partially hydrogenated oils. As long as you 
are eating the right types of fat (most processed foods contain un¬ 
healthy fats), you don’t need to be so fanatical about precise 
amounts. 

A final bit of advice. Never go to the grocery store when 
you’re really hungry. Things you wouldn’t normally buy—conve¬ 
nience foods, desserts, even candy bars—somehow manage to 
sneak into your shopping cart. Once when I was shopping, the 
smells wafting from the bakery enticed me to buy a couple of 
loaves of French bread that had just come out of the oven. By the 
time I got home, one of them was half gone! 
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Deciphering Food Labels 

• Sugar content is listed m grams. To turn this into something 
more tangible, use this quick conversion: 4 grams equal 1 
teaspoon of sugar. A can of regular Coke contains 39 grams 

of sugar (in the form of high fructose corn synrpi-almost 10 

teaspoons. An eight-ounce container of fat-free fruit yogurt 
has 28 grams, or 7 teaspoons. i 

• To determine the percentage of fat, do a quick ratio of tat ! 

calories to total calories. A one-ounce serving of Cheddar j 

cheese contains 85 fat calories and 110 total calories: j 

85/110 = 77 percent fat (You can either divide 85 by 110 or j 

eyeball it to realize that it's pretty dam high.) Furthermore, j 

the label notes that two-thirds of the fat is saturated fat A j 
serving of reduced-fat crackers, which has 40 fat calories out 

of 140 total calories, is almost 29 percent fat Since most of j 
it is partially hydrogenated vegetable oil shortening, this is 
a product you'd want to stay away from, reduced fat or not 

• If you want to figure out the penxnt of protein in a given prod¬ 
uct multiply each gram of protein by 4 to get protein calories. 

That same serving of Cheddar cheese contains 7 grams or 28 
calories from protein and so is 26 percent protein (7 grams x j 
4 protein calories per gram = 28 proteii calories 110 total 
calories=26 percent). The crackers have 3 pams or 12 proteii j 
calories per 140 total calories and are thus 8.5 percent protein. 


DINING OUT 

This program in no way means that you have to give up dining m 
restaurants. I realize how many meals are eaten in restaurants these 
days—1 eat out pretty often mysell. It is possible to srav on truck m 
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restaurants and still enjoy yourself. It goes without saying that some 
restaurants are easier than others. All-you-can-eat salad bars are 
perfect. Just make sure you don’t slather your vegetables with high- 
fat dressings—put them on the side and use judiciously. Also go 
easy on mixed salads such as potato salad and coleslaw, since they 
are loaded with unhealthy oils and mayonnaise. A piece of bread or 
a few crackers with your meal are fine, but you really need to get out 
of the habit of eating a lot of bread. As 1 have repeatedly pointed 
out, many people who have heart disease also have insulin resis¬ 
tance, and these fast-burning carbohydrates can do a number on 
your blood sugar and insulin levels. 

When you are ordering from a menu, it is perfectly acceptable 
to request modifications and to even order things that are not on 
the menu. The golden rule is to be very precise when you order 
and to make sure the waiter understands you. Be polite but spe¬ 
cific, and most waiters will be more than willing to work with 
you. If you happen to get a waiter with an attitude, ask to speak 
to the manager. 

Good choices are fish, chicken breast, vegetables, and pasta, 
but make sure you specify how you want them prepared—baked 
or broiled rather than breaded and fried. “On the side” will be¬ 
come your mantra. Salads with dressing on the side. Fish broiled 
without butter, with the sauce on the side. Of course, you could 
order these things without the sauces and dressings altogether, 
but what the heck, you’re in a nice restaurant. Enjoy the extra 
flavor by dipping your fork into the sauce or dressing, then stab a 
bite of fish, salad, or whatever, and eat it. Enough of the 
sauce/dressing will cling to the fork that you’ll get a hint of fla¬ 
vor, but you will eat only a small portion of what you would eat 
if the food were drowned in the sauce. 

As a rule, better restaurants are more amenable to your re¬ 
quests and desires than lower-priced ones. It seems like the lower 
you go on the price scale, the less likely you are to be able to get 
low-fat, healthy food. You can still eat in fast-food joints, but 
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stick to salads with dressing on the side and grilled chicken. If 
you find that certain “blacklisted” foods are just too tempting for 
you—pizza or hamburgers might be your hot buttons—simplv 
stay away from those types of restaurants. 

SNACKING 

Any diet program that does not include snacks is on shaky foot¬ 
ing. When we’re really hungry, we want something to eat, and we 
want it fast. If you don’t have healthful options, you’ll go for 
whatever is handy. Give these tasty, easy-to-fix snacks a try. 

• Leftovers 

• A piece of fruit 

• Raw vegetables and dip (choose your favorite from the salad 
dressing recipes in this book or purchase fat-free dips) 

• Apple slices with raw nut butter (1 tablespoon nut butter 
per apple) 

• Raw nuts and seeds: almonds, sunflower seeds, pumpkin 
seeds, etc. (2 tablespoons total) 

• Nonfat cottage cheese, plain or with fruit (% cup cottage 
cheese, Vi cup fruit) 

• Crackers and avocado (4 small rye or whole-wheat crackers 
and % avocado) 

• Smoothie (see recipe on page 359) 

• Soybeans, raw in pod (Edamame) (^ cup) 

• Nonfat yogurt, plain, with added fruit and sweetened with ste- 
via (% cup yogurt, % to Vi cup fruit, 3+ drops stevia, to tasted 

• Haifa sandwich (choose from sandwich recipes in Chapter 21. 
pp. 380-381) 

• Whole wheat tortilla with salsa 

• *Whitaker Wellness Health & Nutrition Bar 


•See the resource »ection 
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STAYING ON TRACK 

Staying on the straight and narrow can be challenging. There 
will be many, many times when you will be confronted with less 
than perfect food choices. Consider all the picnics, wedding re- 
ceptions, office parties, birthday parties, potluck suppers, and 
family gatherings in your future. Life is built around socializing, 
and socializing is built around eating. When you are unable to 
obtain your ideal foods, you’ll just have to choose the next best 
thing—or in some cases, the lesser of two evils. 

We’ve talked about potential pitfalls of eating in restaurants, 
but the truth is most accidents (falling off the program) happen 
at home. That stash of cookies you have “for the kids” slowly dis¬ 
appears. You cook your traditional high-fat lasagna because your 
family loves it. Unless you have a will of steel, don’t keep things 
in the house that you don’t want to eat. (This is especially true 
of snack foods.) And make the effort to learn how to modify that 
lasagna recipe and make it healthier. Your family loves you 
enough to support your efforts to improve your health. 

In the next chapter we will talk about getting started on the 
diet for reversing heart disease: shopping for staples, modifying 
recipes, and cooking basics. Then in Chapter 21 I will provide 
you with kitchen-tested recipes from the Whitaker Wellness In¬ 
stitute that will make this transition an ease and a delight. 



CHAPTER 20 


Getting Started 


In this chapter, we are going to show you HOW TO TRANS- 
form your kitchen and meals into something that would do a 
health spa proud. We will teach you how to follow the general di¬ 
etary guidelines, what to keep on hand for quick meals and snacks, 
and how to convert your favorite recipes into similar but healthier 
versions. This information should serve only as a starting point ro 
help you get over the initial hump. I have no doubt that bv fol¬ 
lowing these guidelines you will be able to develop vour own 
recipes, favorite dishes, and shortcuts. However, these simple hmcs 
may spare you from a lot of frustration in the beginning. 


SHOPPING GUIDE 

You can do most of your shopping in your local grocery store, but 
I strongly recommend that you get acquainted with a health food 
store. My family does most of our shopping in such a store. Ue 
prefer organic fruits and vegetables, and we love the bins full or 
beans, nuts, and grains. It you don't have access to a good health 
food store, don’t worry—you will get by tine at the grocery store 
If you cannot find something, it never hurts to ask vour grocer to 
stock it. I have provided in the resource section mail order 
sources for hard-to-find items. 
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Here are some of the food items you will be using frequently. 
You don't have to buy everything listed here, particularly the per¬ 
ishables, but it is a smart idea to keep a good stock of staples on 
hand. There likely will be a few things on this list you aren't fa¬ 
miliar with, so I have included brief explanations. 

Beans and Qrains 

• Barley 

• * Beans: garbanzo, white, red, navy, pink, black, black-eyed 
peas, pinto (your favorites) 

• Brown rice (not white) 

• Bulghur (cracked wheat) 

• Lentils 

• Split peas 

• Whole wheat flour (stone-ground preferred) 


* Dried beans you cook are best, but frozen or canned beans are also fine. Make sure 
you nnse canned beans well to remove excess sodium and added sugars. 

Breads 

• Pita bread (sprouted-grain or whole wheat preferred) 

• Rye bread, 100 percent 

• Ry-Kxisps and 100 percent whole wheat, low-fat crackers 

• * Sprouted grain bread 

• Tortillas (whole wheat preferred) 

• Whole wheat bread (stone-ground best) 

* Sprouted'gram breads have the best glycemic rating. Next best are breads made 
from stone^ground whole grains. Store bread in the freezer. 

Cereals 

• *Bran flakes, 100 percent 

• Multigrain hot cereal 

• Oatmeal, long-cooking (not quick oats) 



M2 / Rtvtrslng Heart Disease 


•Mott cold cereal*, even though they are low m fat, have a very high glycemic 
index. A bowl every once in a while i* acceptable, but hot cereal* are much better 
Oatmeal, because of it* cholesterol-lowering fiber, i* excellent. 

DairyfEggsfPoultryfFishfMeat Substitutes 

• Cheese, low-fat (use in moderation; keep grated Parmesan 
on hand) 

• Chicken breasts, skinless (big bags of boned, individually 
frozen breasts are handiest) 

• Cottage cheese, nonfat 

• Eggs. preferably from organically fed hens; Eggbeaters or 
other egg-white products (avoid egg substitutes) 

• Fish, your choice (fatty fish such as salmon, tuna, sardines, 
anchovies, mackerel, and trout are best; others are fine, in¬ 
cluding shellfish, shrimp, and lobster) 

• Ground turkey or chicken breast (This is the lowest-fat 
ground meat you will find. Regular ground chicken or turkev 
contains fatty skin.) 

• Milk, nonfat and soy milk, low-fat 

• Soy meat substitutes (Look in the freezer section of your gro¬ 
cery or health food store for low-fat, low-sodium soy 
“ meats”: burgers, bacon, lunch meats, and ground beet. Thev 
are surprisingly delicious.) 

• Tofu (firm or extra-firm is easiest to work with) 

• Turkey 

• Yogurt, plain, nonfat 

Condiments/Cookir^ Ingredients 

• * Arrowroot (a thickening agent) or cornstarch 

• Baking powder (aluminum-free) 

• Baking soda 

• * Brown rice syrup (low-glycemic sweetener; nice dnrzled 
over cereal, pancakes, or desserts) 

• Butter Buds 
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• *Cardia Salt (a healthy salt substitute that contains half the 
sodium of salt, along with potassium, magnesium, and the 
amino acid lysine; see resource section to order) 

• Cornstarch 

• ^Flaxseed oil (store in refrigerator) 

• Herbs and spices (your choice) 

• Ketchup (low-sugar) 

• Mustard 

• NuSalt or NoSalt (potassium chloride salt substitutes that 
contain 500 milligrams of potassium per 1/8 teaspoon and 
no sodium—good idea if you have hypertension) 

• Oliv e oil, extra-virgin 

• *Stevia (herbal sweetener available in powder or liquid; 
good sweetener for beverages, yogurt, and cereal, and can be 
used in baking with some modifications) 

• Tapioca 

• Vanilla extract 

• ^Vegetable seasoning (made from dehydrated vegetables 
and grains; contains less than 250 milligrams per teaspoon of 
sodium compared to 2,000 milligrams in a teaspoon of salt) 

• Vinegar (balsamic and apple cider are best) 

• Whole wheat flour (stone-ground preferable) 

• *Xylitol (a healthy, low-glycemic sweetener derived from 
birch trees; looks and tastes like granulated sugar and may be 
used in baking) 

• Yeast 


*You may find these items only in health food stores. Also see the resource section 
for mail order sources. 

Fruits 

• Applesauce, unsweetened 

• Apricots, dried (other dried fruits have a very high glycemic 
ratine) 
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• Fresh fruits (your choice; remember that ripe bananas and 
tropical fruits have the highest glycemic rating) 

• Frozen fruits packed without sugar (berries, cherries, 
peaches, etc.) 

Nuts and Seeds 

• Raw nuts and seeds, all types 

• Raw nut butters (almond is particularly nice) 

Pastas 

• All pastas (with the exception of prepared pastas stuffed 
with high'fat meat or cheese) 

Vegetables 

• Fresh vegetables (The only vegetables you should use in 
moderation, because of their high glycemic rating, are 
starchy root vegetables such as white potatoes, turnips, car¬ 
rots, and com.) 

• Frozen vegetables (without sauces or excess salt) 

• Canned vegetables (a very distant third—rinse well to re 
move sodium) 


SUBSTITUTIONS AND RECIPE MODIFICATIONS 

Do not throw away your favorite cookbooks, no matter how un 
healthy the recipes may seem. Almost all recipes, except thi»se 
that require lots of red meat, can be adapted to vour new pro¬ 
gram. You can substitute unacceptable ingredients with some of 
the suggestions below—or leave them out altogether. 



HEALTHY SUBSTITUTIONS 


Ingredient 

Use Instead 

Recipes and guidelines 

Bacon 

Fat-free bacon bits 

Available at your health food store 

Broth 

Homemade 

Make low-sodium broth by boiling chicken and fish bones, vegetables, and 
herbs. 


Vegetable seasoning 

You'll find lower-sodium vegetable seasonings in health food stores. 

Butter 

Butter Buds 

Mix In water for liquid or sprinkle on food. Use in baked goods and over 
vegetables. 


Olive oil 

For dipping bread, like the Italians do 


Ground nuts and seeds 

May be used in baking instead of butter. Grind and measure as you would 
butter. 

Cheese 

Reduced-fat varieties 

A little cheese for flavor is fine; a lot is not. Grated Parmesan really perks up 
food. 

Chocolate 

Carob powder 

Use like semisweet chocolate in baking. 

Cream 

Nonfat evaporated milk 

Makes a nice thickener in sauces. 


Nonfat yogurt or cottage cheese 

Blended and thinned with a little milk, these are also good in sauces. 

Flour 

Whole wheat flour 

Stone-ground is best. Try whole wheat pastry flour for a lighter result. 

Mayonnaise 

Nonfat varieties 

Or see recipe for olive-oil mayo on page 376. 

Ground beef 

Ground turkey or chicken 

Breast is leanest; most ground poultry has added skin. 


Soy protein granules 

This is a great way to get soy protein in your diet. Good in spaghetti, tacos, 
etc. 

Your chili won't miss the beef if you add extra beans. 


Cooked beans 

Milk 

Nonfat, soy, or rice milk 

Soy milk contains heart-healthy components. 
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Ingredient 

Use Instead 

Redpes and guidelines 

Oil 

Olive oil 

Best for cooking 


Cold-pressed vegetable oils 

Fine for salad dressings, but never heat. Store In fridge or freezer. 


OUve-oll pan spray 

To coat or grease skillets and baking dishes. 

F^anut butter 

Natural, nonhydrogenated 

Avoid the usual grocery store brands of peanut butter 


Raw nut butters 

Sold In health food stores; store in fridge 

Pie crust 

Grapenuts crust 

See recipe on page 410; or make crustless pies or quiches 

Sait 

Salt substitutes 

Use vegetable seasoning (best In soups and cooked dishes), 

NuSalt or NoSalt (potassium chloride), or Cardla Salt. 


Herbs 

Perk up food with extra herbs. 

Soy sauce 

tow-sodium 

Note that even low-sodium soy sauce has a lot of sodium; dilute with water. 


Bragg's Amino Adds 

Lower sodium, soylike flavor; available In health food stores. 

Sour cream 

Nonlat sour cream 

Use In equal amounts or substitute nonfat yogurt. 

Sugar 

•Stevla 

This herbal sweetener, sold In health food stores, Is best In drinks and cereals. 


•Brown Rice Syrup 

Drizzle this syrup over pancakes, fruit, and desserts. 


‘Xylltol 

Looks and tastes like sugar. 

Whipped cream 

"Whipped Dream' 

Blend % cup nonfat milk, 1 cup nonfat cottage cheese, and 1 teaspoon 
vanilla 
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COOKING BASICS 


Part of successful cooking is having a few essential items in the 
kitchen. The most important is nonstick cookware. This health¬ 
ier approach to cooking involves using far less fat than you might 
be used to, and if you’re sauteing vegetables or cooking eggs in 
aluminum, stainless steel, or cast-iron skillets, you’re asking for 
trouble. In addition to a couple of nonstick skillets of varying 
size, a nonstick cookie sheet is also recommended. No other spe¬ 
cialized equipment is necessary 7 , although several of our recipes do 
call for a blender or food processor. 

If you cook regularly and enjoy spending time in the kitchen, 
you will have no problem with this program once you get the 
knack of it. In fact, making these changes likely will inspire you 
and bring out your creativity. As with anything new, you will 
have successes and failures as you go along, but I suspect that you 
will have a lot of fun with this. You will quickly adapt and even 
improve upon the suggested recipes in this book. If you are an in¬ 
experienced cook, then any kind of food preparation is going to 
be a challenge at first. However, the recipes in this book are no 
more difficult to prepare than those in any other cookbook, and 
in many cases, they are easier. So let’s get started. 
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Recipes for Reversing Heart Disease 

CONTENTS 

One Week of Menus 

Breakfasts 
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Salads and Salad Dressings 

Sandwiches 

Breads and Muffins 

Fish and Poultry Main Dishes 
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ONE WEEK OF MENUS 



BREAKFAST 

LUNCH 

DINNER 

Monday 

Hot Whole Grain Cereal* 
with nonfat mllk/soy milk 

Apple 

Yogurt with stevia 

Taco Salad* 

Guacamole* and Salsa* 
Whole wheat tortilla 

Sliced oranges 

Tasty Trout* with Lemon Sauce* 
Greens and Spuds* 

Cucumber Salad* 

Berry Delicious* 

Tuesday 

Poached eggs (2) 

Sprouted-grain toast 

Grapefruit 

Vegetable Soup* 

Rye crackers with 
almond butter 

Carrot and celery sticks 

Marinated Chicken Breasts’ 
Mock Mashed Potatoes* 
Mushroom Gravy* 
Spinach-Mushroom Salad* 
Apple Crisp* 

Wednesday 

Oatmeal 

with nonfat milk/soy milk 

Fruit Salad with Yogurt and Nuts* 

Tuna Melt* 

Coleslaw* 

Cherries 

Spinach Lasagna* 

Green salad 

Garlic bread* 

Thursday 

Mexican Egg Scramble* 

Whole wheat tortilla 

Fresh strawberries 

Hummus Sandwich* 
Tabouli* 

Tangerine 

Oriental Chicken Salad* 

Miso Soup* 

Dessert Fruit Salad* 




BREAKFAST 

LUNCH 

DINNER 

Friday 

Apple Pancakes' 

Applesauce 

Yogurt with stevla 

Split Pea Soup* 

Egg Salad* 

Rye crackers 

Blueberries 

Pasta Putanesca’ 

Salad Caprese* 

Bread Sticks* 

Fresh Fruit Ice Cream* 

Saturday 

Veggie Omelet* 
Sprouted-graln bagel 

Crapes 

Curried Chlcken-RIce Salad’ 
Whole wheat pita bread 
Tangerine 

Teriyakl Chicken* 

Barley Pilar 

Marinated Broccoli* 
Poached Fruit’ 

Sunday 

Whole Wheat Waffles* 

Berry Syrup* 

Cottage cheese 

Turkey Chill* 

Tomato slices 

Pear 

Broiled Salmon Steaks’ 
Curried Qulnoa* 

Green salad 

Baked Apples’ 


‘Redpe induded In this chapter 


Reversing Heart Disease 
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BREAKFASTS 


Breakfast Ups 

• Start out with a piece of fruit, which is preferable over 
juice. Fruit juices are a very concentrated form of sugar 
and have a high glycemic rating. Whole fruit also con- 
tains an abundance of heart-healthy fiber that juice lacks. 

• Contrary to popular belief, you can eat eggs—up to seven 
a week. (If you have diabetes, you should limit yourself to 
two or three per week.) You may have as many egg whites 
as you wish. The healthiest ways to fix eggs are poached 
and soft boiled. Also try some of our egg (and scrambled 
tofu) recipes. 

• Go easy on breakfast breads, for most have a very high 
glycemic rating. Doughnuts and pastries are no-nos be¬ 
cause of their high content of unhealthy hydrogenated 
fats and trans fatty acids. Look for sprouted-grain bread 
and bagels or stone-ground whole wheat bread. 

• Rather than the usual French toast, pancakes, and waffles 
made with white flour, try our recipes. Top them with 
brown rice syrup or the Berry Syrup recipe we have in¬ 
cluded. 

• While hot cereals made from whole grains are excellent, 
most cold cereals have a very high glycemic index. The 
best of the cold cereals are those made from bran. Try 
some of the following cereal recipes. 

• For extra fiber, protein, and heart-healthy omega-3 fatty 
acids, grind one-fourth cup of flaxseed and sprinkle it on 
cereal. 
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SwIsvStyte McibH 

1 cup uncooked regular oatmeal (slow^cooking) 

% cup chopped or slivered almonds 
l cup shredded apple 
1 tablespoon raw sunflower seeds 
1 tablespoon raw sesame seeds 

Mix ingredients together Serve with nonfat milk or sov milk 
Serves 2 


Granola 


cup oatmeal (not cooked) 

% cup rye flakes 
% cup barley flakes 
% cup freshly ground flaxseed 
1 tablespoon sesame seeds 
1 tablespoon raw almonds (or other nuts) 

1 tablespoon raw pumpkin seeds 

2 tablespoons brown rice syrup 

Mix all ingredients. Serve with soy milk or nonfat milk AJJ 
chopped fruit if desired. 


Serves 2 
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Hot Whole-Grain Cereal 


1 cup whole grains* 

2-3 cups water (as directed) 

‘Oatmeal, barley, wheat kernels, buckwheat groats, teff, multigrain 
cereal, quinoa (a South American native that contains very 
high-quality protein), or other whole grains 

Bang water to a boil, add grain, cover, and cook until done. 
Cooking times will vary, depending on grain. Follow package direc¬ 
tions. 

Serves 2 

Hot cereal variations: To cooked hot grains, add one of the following: 

Brown rice syrup and cinnamon 
Chopped dried apricots 

Almond extract, 14~'A teaspoon plus A cup chopped almonds 
Chopped fruit, A. cup, your choice 

Carob powder, 1 tablespoon, plus stevia or other sweetener, 
to taste 


Overnight Wheat Berry Cereal 

cup wheat berries 
2 cups boiling water 
A wide-mouthed thermos 

Here’s a unique way to make hot cereal. It works with other grains 
as well. The evening before, place boiling water and wheat berries in a 
wide-mouthed thermos. Close thermos and allow it to sit overnight. 
The cereal will be ready to eat in the morning. Serve with soy milk or 
nonfat milk, and flavor with cinnamon, xylitol, or stevia. 


Serves 2 
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French Toast 

1 whole egg 

1 egg white 

2 tablespoons soy milk or nonfat milk 
Vl teaspoon vanilla 

] A teaspoon cinnamon 
4 slices sprouted'grain bread 

Blend first five ingredients. Dip bread into egg mixture. Brown 
both sides in hot skillet or on griddle, lightly spraved with olive oil 
spray. Serve with brown rice syrup or Berry Syrup. 

Serves 2 


Apple Pancakes 

Vs cup whole wheat flour 
1 teaspoon cinnamon 
1 teaspoon baking soda 
Vs cup water 

1 tablespoon olive oil 
A large apple, grated 

2 egg whites, stiffly beaten 
2 drops stevia 


Blend dry ingredients well, then stir in water, oil, stevia, and 
apple until well blended. Fold in egg whites. Using ♦ cup measuring 
cup, pour onto hot griddle sprayed with olive oil. Serve with 
unsweetened applesauce, brown rice syrup, or Bern Svrup. 


Serves 2 
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Whole Wheat Waffles 


1 cup water 
1 tablespoon olive oil 
1 egg white 

1 teaspoon baking powder 
t cup unsweetened applesauce 
t teaspoon vanilla 
1 ~ cups whole wheat flour 

Put all the ingredients into a blender or food processor, except for the 
flour. Blend. While the blender or food processor is running, add the flour 
a little at a time. Cook on a medium-hot waffle iron, sprayed with a pan 
spray. These waffles are naturally sweet and crunchy. If you do desire ad¬ 
ditional sweetening, use a little brown rice syrup, unsweetened apple¬ 
sauce, or fruit sweetened with xylitol or stevia. 

Sen es 2 


Berry Syrup 

1 cup mashed fresh or frozen blueberries or strawberries 

2 teaspoons tapioca granules 
A cup water 

2-6 drops stevia (to taste) 

Combine all ingredients and bring to a boil over medium heat in 
a saucepan. Stir constantly until thickened, about five minutes. 
Serve warm over French toast, pancakes, or waffles. 


Serves 2 
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2 slices sprouted'grain bread 
2 teaspoons brown rice syrup 
Vi teaspoon cinnamon 

Toast bread under broiler. Turn over and dnnle l teaspoon of 
brown rice synip over each slice, then spnnkle lit^hrlv with cinna¬ 
mon. Place under broiler tor another minute or so. 

Serv es 2 


Kalian Scrambted Effis 

Y yellow onion, chopped 
1 zucchini, sliced and quartered 
4 ounces fresh mushrooms, sliced 
Y. green pepper, chopped 
1 teaspoon olive oil 
% teaspoon salt 
% teaspoon pepper 

1 tablespoon minced fresh basil (or * teaspoon dned^. to taste 

2 eggs (or 4 egg whites) 


In a nonstick skillet, saute the onion, zucchini, mushrooms, and 
green pepper in the olive oil over medium heat. Add the seasonings. 
Beat the eggs or egg whites with a fork and pour onto skillet, snmng 
frequently to keep it from sticking. Cook until the eggs are set but 
still moist. 


Serv es 2 
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Veggie Omelet 

A cup chopped mushrooms 
: : cup chopped onion 
I t teaspoons olive oil (divided use) 

4 egg whites and 2 whole eggs 
4 teaspoons water 
Dash pepper 

* teaspoon salt (or salt substitute to taste) 

Saute vegetables in A teaspoon olive oil until tender-crisp and set 
aside. Mix eggs with water, pepper, and salt or salt substitute and 
beat lightly. Heat small nonstick skillet over medium heat. Coat 
bottom of pan with l A teaspoon olive oil. Pour in half of egg mixture. 
Gently shake pan and lift edges of omelet as eggs cook, tilting pan 
to let uncooked eggs underneath. Slide from pan, add half of veg¬ 
etables, fold, and serve. Repeat with remaining egg mixture. 

Makes 2 omelets 


Mexican Egg Scramble 

1 small onion, chopped 
A green pepper, chopped 
1 teaspoon olive oil 
4 egg whites and 2 whole eggs 
1 tablespoon water 
A teaspoon pepper 

A* teaspoon salt (or salt substitute to taste) 

3 tablespoons salsa 

Brown onion and green pepper in olive oil in a medium skillet 
over medium-high heat for about five minutes. Lightly beat eggs, 
egg whites, water, pepper, and salt or salt substitute. Pour into skil¬ 
let over onion and peppers and continue to cook, stirring, until eggs 
are set. Serve with salsa. 


Serves 2 
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TWu Scramble wtth Spinach 

1 cup chopped onion 
1 teaspoon olive oil 
A container firm tofu 
1 teaspoon onion powder 

1 cup fresh spinach, cleaned and chopped 

2 tablespoons grated Parmesan cheese 

Give this recipe a try—it isn’t as weird as it sounds. Saute onion 
in olive oil until tender. Crumble tofu and add to onion, spnnkle 
with onion powder, and blend well. Continue cooking for 2 to 3 
minutes. Add spinach and stir just until spinach is wilted. Spnnkle 
on cheese, cover 1 to 2 minutes until cheese melts. 

Options: Spinach may be replaced with A cup sauteed green pepper, 
zucchini, mushrooms, or a mixture of your favontes. 

Serves 2 


Fruit Salad with Yogurt and Nuts 

1 apple cut into chunks 

1 pear cut into chunks 

2 tablespoons raw sunflower seeds 
2 tablespoons raw almonds 

2 tablespoons raw pumpkin seeds 
1 cup plain nonfat yogurt 

Mix fruit, seeds, and nuts. Stir into yogurt. 


Serves 2 
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Smoothie 


1 apple (or other fruit) 

1 cup hemes (or other fruit) 

>4 cup flaxseed, freshly ground 

2 scoops protein powder 

t cup nonfat yogurt (optional) 

1 cup soy milk (or water) 

1 cup ice 

Mix all ingredients in blender and blend until smooth. Adjust soy 
milk and ice to obtain desired thickness. This is a delightful, well- 
balanced, and nutritious breakfast that you can eat on the run. The 
variations are endless. Use your imagination and the fruits in season 
for a rich supply of nutrients. 

Sen es 2 
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SOUPS 


• Make soup in volume—double or triple the recipe if it 
makes only a few servings. Then enjoy the leftovers or 
freeze individualized servings for quick meals later. 

• Most soup recipes call for a lot of salt. Canned stock or 
bouillon cubes are also loaded with sodium. Try using the 
vegetable seasoning I told you about in the previous 
chapter as your soup base—it is tasty and has a fraction 
of the sodium of other soup bases. 

• Soups are a good way to clean out the fridge and make 
use of odds and ends in your vegetable bin. Also, throw 
some canned beans in every batch (rinse beans to remove 
sodium) for additional protein and fiber. 

• When making bean soups from dried beans, soak the 
beans overnight, then pour off the soaking water, rinse, 
cover, and bring to a boil. Discard that water too, cover 
again, then cook as usual. This will get rid of some of the 
sugars in the beans that cause gas. 
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Vegetable Soup 


5 cups water 

4 cauliflower head, diced 
1 cup peas, fresh or frozen 
1 carrot, scrubbed and sliced 

1 small yellow onion, diced 

k* small head of cabbage, chopped (approximately 1 cup) 
l 4 teaspoon pepper 

2 tablespoons vegetable seasoning (or more to taste) 

Stan the water boiling as you prepare the vegetables. Add the 
vegetables to the pot one by one as they are ready, along with the 
seasonings. Cover the pot, and cook for 20 minutes, until vegetables 
are tender. 

Serves 4 


Miso Soup 

3 cups water 

1 tablespoon vegetable seasoning 
cup onion, thinly sliced 
/. cup firm tofu, cut into 14-inch cubes 
3 tablespoons miso paste 

1 tablespoon chopped green onion 

Miso is a Japanese staple made of fermented rice or soybeans and 
is sold in health food stores and Asian markets. It is strong-flavored 
and very nutritious. It also contains a lot of sodium, so if you are salt 
sensitive, eliminate vegetable seasoning and cut miso paste back to 

2 tablespoons. 

Heat water and vegetable seasoning in medium saucepan, add 
Dnion, and simmer for 5 minutes. Add tofu and simmer 1 to 2 min¬ 
utes longer. Mix miso with 2 tablespoons of the broth and add back 
to soup. Garnish with green onions and serve. 


Serves 2 



M2 / Reversing Heart Disease 

Lentil Soup 

4 cups water 

1 tablespoon vegetable seasoning 
% cup lentils 
1 sliced carrot 
1 teaspoon onion powder 
% cup chopped parsley 

Rinse lentils under running water. Simmer all the ingredients 
about 30-40 minutes, or until the lentils are tender. 

Serves 2 


Split Pea Soup 

1 cup uncooked split peas 
5 cups water 
% cup salsa 

1 cup chopped onion 

2 tablespoons vegetable seasoning 
1 tablespoon tomato paste 

Rinse peas under running water. Put all ingredients together in a 
pot. Bring to a boil, then simmer until the peas are tender, at least 
1 hour. Watch carefully and add more water if needed. 


Serves 3 
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Quick Multi-Bean Soup 


5 cups water 

y cup cooked garbanzo beans 
y cup cooked baby lima beans 
’/ cup cooked black-eyed peas 
1 medium zucchini, sliced 

1 cup chopped celery 

2 cups chopped cabbage 

2 tablespoons tomato paste 
1 tablespoon vegetable seasoning 

Put all ingredients in a large pot. Bring to a boil and cook for 20 
minutes. 

Serves 4 


Tlirkey Chill 

1 pound ground turkey breast 
1 medium onion, chopped 
1 green pepper, chopped 

1 teaspoon olive oil 

2 cups water 

1 16-ounce can tomatoes, chopped 

1 16-ounce can kidney beans, rinsed 

2 tablespoons tomato puree 

2 tablespoons vegetable seasoning 
y teaspoon red chilis (or to taste—very hot) 

1-2 tablespoons chili powder (to taste) 

2 chopped green onions 

Saute the ground turkey, onion, and green pepper in olive oil in 
a large pot over medium heat. Add the remaining ingredients to the 
pot and simmer until flavors are thoroughly blended, at least one 
hour. Add more water as needed. Garnish with green onions. 


Serves 6 
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Minestrone 

% cup sliced carrot 

% cup sliced celery 

Vi cup chopped onion 

% cup green beans 

1 cup sliced zucchini 

1 quart water 

1 ] A cups tomato puree 

% cup cooked kidney beans 

VA tablespoons chopped parsley 

VA tablespoons chopped green onion 

1 teaspoon basil 

4 tablespoons vegetable seasoning 
A cup macaroni 

4 teaspoons grated Parmesan cheese 

Put all ingredients, except for the macaroni and the cheese, in a 
large pot. Bring to a boil and simmer for 20 minutes. Add macaroni 
and simmer for another 15 minutes. Garnish each bowl with a tea- 
spoon of parmesan. 

Serves 4 
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Cream of Vegetable Soup 

Basic Cream Soup 

2 medium chopped carrots 

2 medium chopped onions 

1 small chopped green pepper 

3 chopped zucchini 

3 stalks chopped celery 
A cup chopped parsley 
1 teaspoon onion powder 

1 tablespoon vegetable seasoning or salt substitute 
A tablespoon pepper 

2 cups nonfat milk 

Cover vegetables with water and simmer until tender. Drain, 
then puree in blender or food processor with milk and seasonings. 
Return to pan and heat to serving temperature. Add more milk to 
obtain desired thickness. 

Serves 3 to 4 
Variations 

Add to vegetables before cooking: 

Spinach: 1 package thawed frozen spinach or 1 pound chopped 
fresh spinach, cleaned and stemmed, and 1 clove minced or pressed 
garlic 

Mushroom: 2 cups chopped mushrooms and A teaspoon thyme 
Pea: VA cups fresh or thawed frozen peas, A teaspoon marjoram, 
and A. teaspoon thyme 

Tomato: 1 cup tomato puree and 1 clove minced or pressed 
earlic 
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SALADS AND SALAD DRESSINGS 


• Every lunch and dinner, no matter how informal, should 
be accompanied by a salad, or at least some raw vegeta- 
bles. Several of the salads listed below make great main 
dishes. You can also add chunks of cooked chicken or fish 
to any salad and turn it into a main dish. 

• Salads give you a chance to pack in lots of nutrients. Go 
for variety: romaine, spinach, anigula. Remember, the 
darker the leafy greens, the more nutritious. Always throw 
in other raw veggies, such as onions, celery, and tomatoes. 

• For added fiber and nutrition, toss a handful of cooked 
beans or % cup freshly ground flaxseed in your salads. 

• The best salad dressings are those you make yourself with 
olive oil or flaxseed oil. Try the recipes below. 


Chefs Salad 

1 head romaine, butter, red or green leaf lettuce 

1 grated carrot 

2 chopped large tomatoes 
2 ounces alfalfa sprouts 

A cup thawed frozen peas 
2 hard-boiled eggs, chopped 
A pound cooked chicken breast, cubed 
Vs cup raw hulled sunflower seeds 


Wash and tear lettuce into a large bowl. AJd remaining ingredi¬ 
ents. Toss well with your favorite dressing from the recipes on page> 


375-378. 


Serves 3 
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Cunied Chicken-Rice Salad 

1 teaspoon curry powder 

it cup fat-free mayonnaise (or homemade, page 376) 

2 cups cooked, chilled brown rice 

1 pound cooked chicken breast, cubed 
it cup slivered almonds 

t cup finely chopped celery 

2 green onions, chopped 

2 tablespoons parsley, chopped 
Fresh cnsp greens 

Mix curry powder in mayonnaise. Place all other ingredients in a 
bowl, except for the greens, and toss lightly with mayonnaise. Serve 
on a bed of fresh crisp greens. 

Serves 4 


Salad Caprese 

2 large tomatoes, sliced 
small sweet onion (optional), thinly sliced 
2 thin slices mozzarella cheese 
8 large fresh basil leaves 
2 teaspoons olive oil 

Arrange the tomato, onion, cheese slices and basil on individual 
salad plates. Sprinkle one teaspoon olive oil over each plate. 


Serves 2 
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Cucumber Salad 


% cup vinegar 

4 ounces plain nonfat yogurt 
1 teaspoon dill 
% teaspoon black pepper 
1 large cucumber, peeled and sliced very thin 
1 small, thinly sliced onion 

Mix first four ingredients. Marinate the cucumber and onion 
slices in the dressing for several hours or overnight. 

Serves 2 


Spinach-Mushroom Salad 

1 large bunch spinach, stemmed 
4 ounces mushrooms, sliced 
A hard-boiled egg, chopped 
% small onion, chopped 

Combine and serve with an olive oil and vinegar dressing ipa^e 

375). 

Serves 2 to 3 


Coleslaw 


2 chopped green onions 

A head shredded cabbage (or mix purple with green^ 

% teaspoon garlic powder 
1 tablespoon celery seed 
1 teaspoon mustard 
1 large shredded carrot 
1 chopped green pepper 
1 cup plain nonfat yogurt 

A cup fat-free Italian salad dressing (or homemade^ 

Combine all dressing ingredients. Mix with cabbage and onion> 
and refrigerate overnight. 

Serves 4 
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Bean Salad 


1 cup cooked kidney beans 
1 cup cooked green beans 
1 cup cooked garbanzo beans 
1 small chopped onion 
t chopped green pepper 
5 tablespoons vinegar 

3 tablespoons olive oil 

* teaspoon onion powder 

* teaspoon garlic powder 

* teaspoon black pepper 

4 lettuce leaves 

Combine all the ingredients except the lettuce in a bowl with a 
tight-sealing lid. Allow to marinate for at least an hour, gently shak¬ 
ing the bowl several times to mix the seasonings with the beans. 
Serve on lettuce leaves. 

Serv es 4 
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1 cup uncooked macaroni 

1 tablespoon flaxseed or olive oil 

2 tablespoons vinegar 

1 teaspoon prepared mustard 
V teaspoon salt (or salt substitute to taste) 

1 cup cooked peas 

4 tablespoons chopped pimentos (optional) 

2 hard-boiled eggs, chopped 

2 tablespoons minced sweet or dill pickles 
1 6-ounce can water-packed tuna, drained 
Lettuce 

Cook the macaroni according to the package directions. Drain, 
rinse, and immediately toss with the oil to prevent sticking. Mix 
the next three ingredients and toss with the macaroni. Add the re¬ 
maining ingredients except the lettuce, tossing hghtlv. Serve on 
lettuce. 

Serves 3 


Oriental Chkfcn Sabd 

1 large chicken breast, cooked, thinly sliced into l-inch pieces and 
chilled 

1 head lettuce (romaine preferred), coarsely chopped 
V bunch green onions, chopped 
1 cup fresh bean sprouts 
% cup sesame seeds 

Combine salad ingredients. Toss with Sesame Dressing (recipe on 
page 375). Sprinkle with sesame seeds. 


Serves 2 
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Tfcco Salad 

h pound ground turkey or chicken breast 
1 teaspoon olive oil 

1 l /t teaspoons chili powder (divided use) 
teaspoon salt (or salt substitute to taste) 

3 cups lettuce (romaine preferred) tom into bite^size pieces 
cup onion, thinly sliced 

1 tomato, coarsely chopped 
* cup black olives, sliced 
t cup kidney beans 

4 tablespoons fat'free, sugar-ffee ranch dressing 
1 ounce cheese, lowTat, grated 
Guacamole 

Tortillas 

Brown ground turkey in olive oil in medium skillet over medium^ 
high heat, adding 1 teaspoon chili powder and salt or salt substitute. 
Drain and set aside. Combine salad ingredients in large bowl. Mix 
ranch dressing with Vl teaspoon chili powder and toss with salad, 
along with meat mixture. Top with cheese. Serve with Guacamole 
(see next recipe) and tortillas. 

Serves 2 to 3 
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Guacavnote 

1 ripe avocado 
A small tomato, chopped 
1 green onion, thinly sliced 
Juice of A lemon 

Va teaspoon salt (or salt substitute to taste) 

1 tablespoon salsa 
Whole wheat tortillas 
Salsa 

Mash avocado with fork in small bowl. Add remaining mgredi- 
ents. Serve with whole wheat tortillas and extra salsa. 

Serves 2 


Greek Salad 

3 cups lettuce (romaine preferred) tom into bite-size pieces 
A cucumber, sliced 
A cup onion, thinly sliced 
1 tomato, coarsely chopped 
A cup black olives, sliced 
1 tablespoon crumbled feta cheese 

1 tablespoon olive oil 

2 tablespoons vinegar 
1 clove garlic, minced 

A teaspoon salt (or salt substitute to taste) 

A teaspoon black pepper 


Combine salad ingredients in large bowl. Mix last five dressing 
ingredients in small bowl, then toss with salad. 


Serves 2 
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Marinated Broccoli 

1 cup broccoli spears, coarsely chopped 

2 tablespoons onion, chopped 
1 tablespoon olive oil 

1 tablespoon vinegar 

4 teaspoon salt (or salt substitute to taste) 

5 teaspoon pepper 

Mix oil and vinegar with salt and pepper. Combine broccoli and 
onions in small bowl, toss with dressing. Let marinate for one hour 
before serving. 

Sen es 2 


Taboull 


2 cups boiling water 

1 cup bulghur 

2 tablespoons olive oil 

4 tablespoons lemon juice 

y. teaspoon salt (or salt substitute to taste) 

'£ teaspoon ground pepper 

1 cup fresh parsley, chopped 

2 large tomatoes, chopped 
1 cucumber, chopped 

/. onion, chopped 

Pour boiling water over bulghur, stir, and let stand for 30 minutes. 
Drain in a strainer, squeezing out excess moisture. Place in a large 
bowl. Mix the olive oil, lemon juice, salt or salt substitute and pep¬ 
per and stir into bulghur. Add chopped parsley and vegetables and 
mix well. Chill at least two hours before serving. 


Serves 4 
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Roasted Vegetables In Mustard Vinaigrette 

1 eggplant, thinly sliced 

2 small zucchini, sliced 

l A pound mushrooms, sliced 

1 teaspoon olive oil 
% cup vinegar 

% cup olive oil 

2 tablespoons mustard powder 
2 tablespoons celery seed 
Salt to taste 

Pinch of pepper 
Lettuce leaves 

Brush vegetables with 1 teaspoon olive oil, then roast under 
broiler, three or four minutes, on both sides. Let cool. Mix the vine- 
gar, oil, mustard powder, celery seed, salt, and pepper. Top with a 
spoonful of dressing. 

Serves 4 


Apple Salad 

1 cored and cubed red apple (peeling optional) 

1 cored and cubed green apple (peeling optional) 

1 cored and cubed yellow apple (peeling optional) 

l /! cup chopped almonds 

2-3 tablespoons lightly toasted sesame seeds 

Combine all ingredients and serve with Fruit Salad Pressing v>ee 
recipe page 413). 


Serves 3 
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Salad Dressings 

Basic Oil and Vinegar Dressing 

2 tablespoons olive oil or flaxseed oil 
2-3 tablespoons vinegar (balsamic is nice) 

1 clove garlic, minced 

- teaspoon seasoned salt (or salt substitute to taste) 
Pinch black pepper 

Mix all ingredients together. 

Sen es 2-3 


Sesame Dressing 

1 tablespoon olive oil 

1 tablespoon sesame oil 

2 tablespoons lemon juice 
1 clove garlic, minced 

teaspoon seasoned salt (or salt substitute to taste) 

Pinch black pepper 

Mix all ingredients together. This is an excellent dressing for 
Asian salads such as Oriental Chicken Salad. 

Sen es 2-3 
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HonMHMd* MsyoniMte 

1 *88 

V teaspixm salt (or salt substitute to taste) 

V teaspoon mustard powder 
2 tablespoons cider vinegar 
1 cup virgin olive oil 

Combine egg. salt or salt substitute, mustard powder, and vinegar 
in blender or food processor with % cup olive oil Blend on low and 
while blending, slowly but steadily pour in remaining oil. This 
recipe has as much fat as any mayonnaise, bur ir is made with 
healthy virgin olive oil and has no additives. 

Makes l K cups 


VbgurKhlve Dressing 

1 cup plain nonfat yogurt 

V. teaspoon salt (or salt substitute to taste) 

2 finely chopped scallions 
6 tablespoons chives 

2 tablespoons vinegar 

V teaspoon pepper 

V teaspoon onion powder 

Mix all ingredients together. 


Makes W cups 
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Spicy Dressing 

v * cup water 

; 4 teaspoon mustard powder 
: cup cider vinegar 

2 - teaspoons garlic powder 

* teaspoon paprika 
3-4 drops stevia 

* teaspoon cornstarch 

* teaspoon ground black pepper 
1 teaspoons crushed oregano 

Combine all ingredients in a small saucepan. Bring to a boil. 
Cook, stirring until thickened, about 2 minutes. Pour into a small 
bowl. Chill, and mix well before using. 

Makes about 1 % cups 

Tangy Thousand Island Dressing 

1 cup plain nonfat yogurt 
^ cup tomato paste 
/■ teaspoon pepper 
1 teaspoon mustard powder 
/. teaspoon onion powder 

3 tablespoons chopped dill pickle 
/. teaspoon horseradish 

Combine the ingredients and chill before serving. 

Makes about 11 4 cups 
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Creamy Artichoke Dressing 

1 cup canned water-packed artichoke hearts, drained 

A teaspoon onion powder 

1 teaspoon fat-free cottage cheese 

l A cup buttermilk 

VA teaspoons vinegar 

1 teaspoon diced green onion 

'A teaspoon basil 

Blend all ingredients until the dressing is smooth. Chill well be¬ 
fore serving. 

Makes about 2 cups 
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SANDWICHES 


- B - 

• Make your sandwiches on sprouted-grain bread if pos¬ 
sible, for it not only has the lowest glycemic index rating 
of all breads but it is high in fiber, quality protein, and 
other nutrients. Whole wheat bread, preferably stone- 
ground, is also acceptable, as are whole wheat pita and 
rye bread made from 100 percent rye flour. Some of the 
spreads are also very good on whole wheat or rye crack¬ 
ers. And try some of the bread recipes in the bread sec¬ 
tion below. 

• Use mustard liberally but only fat-free or homemade 
mayonnaise. Pile lettuce, onions, tomatoes, and other 
vegetables on your sandwiches. 

• Check the fat and sodium content of lunch meats. As a 
rule, labels on these products are not a pretty sight. Low- 
fat cheese, or a very thin slice of your favorite regular 
cheese, on occasion is fine. Use your best judgment when 
eating these foods that are high in saturated fats. 

• Love peanut butter? Because peanuts are roasted, even 
the health food store brands are less than ideal. If you are 
going to indulge, make sure the word “hydrogenated” 
does not appear on the label. The best nut butters are 
raw, organic almond, sesame, and other nut/seed butters. 
Eat with a minimal amount of jam or jelly. 

• Check your health food store for vegetarian hot dogs and 
hamburgers made from soy. We serve Boca Burgers at the 
clinic, and the patients love them. 
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Egg Salad Sandwich 

12 hard-boiled eggs 
2 stalks finely chopped celery 
A cup chopped scallions 
A cup chopped green pepper 
A teaspoon cayenne pepper 
1 tablespoon chopped parsley 
A teaspoon mustard powder 
1 teaspoon vegetable seasoning or salt substitute 
A cup mayonnaise (fat-free or homemade) 

Remove yolks from six eggs and discard. Chop egg whites with re 
maining whole hard-boiled eggs. Combine all ingredients and >tir 
until the desired moistness is reached. 

Serves 4 


Hummus Sandwkfi 

1 can garbanzo beans, rinsed and drained 
A cup sesame tahmi 

2 cloves minced garlic 

% teaspoon salt (or salt substitute to taste) 

2 sprouted-grain or whole wheat pita bread rounds 
1 tomato, chopped 
A cup lettuce, chopped 


In a blender or food processor, mix garbanzo beans, tahini. garlic, 
and salt or salt substitute. If necessary, add a tablespoon or two 
water to thin. Slice pita in halt, open each halt, and spread with 
hummus. Fill each halt with tomatoes and lettuce. 


Serves 2 
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Open-Faced Goat Cheese Sandwich 

2 teaspoons Dijon mustard 
2 slices sprouted-grain bread 
avocado 

2 ounces goat cheese, thinly sliced 
t cup alfalfa sprouts 
1 small tomato, thinly sliced 

Spread mustard on the bread slices, then layer as following: avo¬ 
cado, thin slices of goat cheese, sprouts, and tomato slices. 

Sen es 2 


Tuna Melt 

1 6-ounce can water-packed tuna 

V* cup mayonnaise (fat-free or homemade) 

1 tablespoon chopped green onion 
1 tablespoon pickle, chopped 

1 tablespoon finely chopped celery 

2 slices sprouted-grain bread, lightly toasted 
2 thin slices of cheese (low-fat preferred) 

2 tomato slices 

Mix tuna with next four ingredients. Spread on toast and top 
with cheese. Place under broiler until cheese is melted and bubbly. 
Top with a fresh tomato slice. 

Sen r es 2 
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A cup bulghur 

1 cup boiling water 

2 cups canned garbanzo beans, rinsed and drained 

3 cloves garlic, minced 
!4 cup lemon juice 

A teaspoon salt (or salt substitute to taste) 

% teaspoon Tabasco 
3 egg whites 
A cup dry bread crumbs 

1 teaspoon olive oil 

6 sprouted^ or whole-grain pita bread rounds 

2 tomatoes, thinly sliced 
1 cucumber, thinly sliced 
1 A cups lettuce, chopped 
Tahini Sauce 

Soak the bulghur in the boiling water for 20 minutes, then drain 
well in a colander. In a blender or food processor combine the gar' 
banzo beans, garlic, lemon juice, salt or salt substitute, and Tabasco. 
In a large bowl beat the egg whites, then mix in the bread crumbs, 
pureed garbanzo mixture, the drained bulghur, and olive oil. Shape 
mixture into 6 thin patties. On a nonstick medium-hot gnddle 
sprayed with olive-oil cooking spray, brown the patties for 3 to 5 
minutes on each side. Serve immediately in pita pockets with veg¬ 
etables and tahini sauce (1 tablespoon tor each pita, recipe on next 
page). Falafel makes a great snack and also freezes well. 


Serves 6 
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lfahinl Sauce 

3 tablespoons sesame tahini 
A teaspoon olive oil 
2 tablespoons water (or more) 

1 clove garlic, minced 

2 teaspoons lemon juice 
Dash of cayenne pepper 

In a small bowl, stir all ingredients until thoroughly mixed, 
adding a little extra water if needed. Serve with falafel. 

Makes 6 tablespoons 

Veggie Salad Spread 

2 grated carrots 

3 grated zucchini 

cup finely chopped parsley 
A cup finely chopped pecans or other nuts 
A. cup finely chopped sunflower seeds 
A cup plain nonfat yogurt 

1 teaspoon vegetable seasoning or salt substitute to taste 

Mix all ingredients together to moisten well. Serve on whole 
grain bread or crackers, in pita bread, or on a bed of crisp greens. 

Serves 4 to 6 
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BREADS AND MUFFINS 


If there's one comfort food that Just about everyone longs for, 
It Is bread. Just thinking about the smell of freshly baked bread 
or muffins makes my mouth water. Most nedpes, however, call 
for white flour and/or unhealthy sweeteners. We hope you 
enjoy these healthful redpes. 


Blueberry Muffins 

1 cup water 
2-3 drops stevia 
1 orange, peeled and sectioned 
1 small apple, chopped 
1 teaspoon vanilla 
A cup xylitol 
1 teaspoon cinnamon 
1 tablespoon olive oil 
1 tablespoon baking powder 
1 cup whole wheat flour 
Ya cup ground almonds 

1 cup blueberries (fresh or frozen) 

2 egg whites, stiffly beaten 


In a blender or hxxl pnxessor, puree the orange and apple cogether 
with the water. Add the vanilla, xvlitol, cinnamon, and olive oil and 
continue to blend. Tour mixture into a large bowl and, with a hand 
mixer, beat in the baking powder, flour, and almonds. Fold m the 
berries, then the beaten egg whites. F^xir into a nonstick muffin pan. 
sprayed with olive-oil pan spmy, and bake in preheated 'V degree 
oven for 20 to minutes, until centers spring back when touched. 


Makes 1 dozen 
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Whole Wheat Bread 


1 tablespoon dry’ yeast 

2 cups lukewarm water 

t teaspoon brown rice syrup 
4 : cups stone-ground whole wheat flour 

Add the yeast and brown rice syrup to the water. Cover with a 
cloth and let sit about 15 minutes, until mixture begins to bubble. 
Add flour and knead in large bowl for about 10 minutes. Set the 
bowl in a warm place, cover it, and let it rise for 45 minutes. Punch 
down. Place dough in warmed olive oil-sprayed nonstick loaf pan. 
After loal has doubled in size, bake for 40 minutes in a preheated 
350-degree oven. Crust should sound hollow when tapped. 

Makes 1 loaf 


Garlic Bread 

1 clove garlic, peeled and sliced 
4 slices whole grain bread 
4 teaspoons olive oil 
4 teaspoons Parmesan cheese 

Rub garlic halves over each piece of bread. Brush olive oil on 
bread. Sprinkle 1 teaspoon parmesan cheese on each slice. Broil 
until toasty. 


Serves 4 
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Cinnamon Cheese Inst 

1 cup nonfat cottage cheese 

2 tablespoons plain nonfat yogurt 
4 slices whole grain bread 

1 tablespoon cinnamon 

2 tablespoons xylitol or another granulated sweetener 

Cream together the cheese and the yogurt. Spread thicklv on the 
bread slices. Sprinkle with a mixture of the cinnamon and xvlitol or 
another sweetener. Broil until bubbly. Serve immediately. 

Serves 4 


Bread Sticks 

2 tablespoons Butter Buds liquid 

3 tablespoons brown rice syrup 

8 slices sprouted-grain or whole wheat bread 
% cup sesame seeds 

Mix the Butter Buds with the brown nee syrup. Cut bread into 4 
strips per slice. Spread the Butter Buds mixture on the bread and 
sprinkle with the sesame seeds. Bake in a preheated 40v? deeree 
oven 8 to 10 minutes or until crisp. 


Makes 32 sticks 
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FISH AND POULTRY MAIN DISHES 



• As you know, cold-water fish are among the heart- 
healthiest of all foods because of their omega-3 fatty acid 
content. Try to eat two or three servings a week of 
salmon, trout, tuna, sardines, or mackerel. Broiling or 
sauteing fish steaks or fillets takes only a few minutes 
(baking takes a little longer), and all they require is a 
light garnish with lemon, olive oil, and a little salt and 
pepper. Once you realize how easy it is to prepare fish, 
you’ll probably make it a mainstay of your diet. 

• Purchase skinless poultry. We like to keep individually 
frozen skinless, boneless chicken breasts in the freezer 
and pull them out as needed. A chicken breast lightly 
sauteed in olive oil, flavored with a light sauce and served 
with a side dish of vegetables and a big salad make a tasty, 
quick, and easy dinner. 

• Use ground turkey or chicken breast in place of ground 
beef. It is better than regular ground turkey or chicken 
because no skin has been added to increase the saturated 
fat content. 
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Broiled Salmon Steaks 

2 4-ounce salmon steaks (or other favorite fish) 

X A teaspoon salt (or a salt substitute to taste) 

2 teaspoons olive oil (divided use) 

Parsley 

Lemon wedges 

Preheat broiler to high and set oven rack so the top of the fish 
will be two inches from the heating element. Dry fish with paper 
towels. Season by rubbing with salt or salt substitute and one tea¬ 
spoon of olive oil. Broil for about two minutes, turn; brush with ad¬ 
ditional oil, and broil for another five minutes or so. It will be ready 
when it lightly springs to the touch yet is still moist. (When m 
doubt, cut into the fish to see if it is done.) Garnish with parslev and 
lemon before serving. 

Serves 2 


Fish and Salsa Bake 

2 4-ounce tuna fillets (or other cold-water fish) 

1 teaspoon olive oil 

% teaspoon each onion and garlic powder 
l A cup mild salsa 

Brush fish with olive oil. Sprinkle with onion and garlic powder. 
Place fish in baking dish sprayed with olive-oil pan spray and cover 
with salsa. Bake for 15 to 20 minutes just until fish is flaky. 


Serves 2 
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Rolled Fillet of Sole 


4 6 -ounce sole fillets 
Juice of 1 lemon 
* teaspoon garlic powder 
4 teaspoon dry mustard 
4 teaspoon pepper 
4 teaspoon curry’ powder 
- cup chopped chives 
1 cup fat-free sour cream 

Rub both sides of the fish with lemon juice and sprinkle with gar¬ 
lic powder, dry mustard, pepper, and curry powder. Mix the chives 
with the sour cream and spread one-fourth of the mixture on each 
fillet. Roll up the fillets and fasten each with a toothpick. Bake in a 
preheated 350-degree oven for 20 minutes or until fish is flaky. 

Serves 4 


Tasty Trout 

1 teaspoon dive oil 
1 chopped onion 

3 stalks chopped celery 

4 4'Ounce trout fillets 
Juice of 1 lemon 

1 cup whole-grain bread crumbs 

1 tablespoon parsley 

Lemon Sauce (recipe on next page) 

Heat olive oil in nonstick skillet over medium heat, add onions and 
celery, and cook until tender. Rub both sides of the fish with lemon 
luice. Place in a baking dish oiled with olive-oil pan spray and cover 
Lvith onion and celery mixture. Mix the bread crumbs with the parsley 
and sprinkle over the fish. Bake in a preheated 350-degree oven for 20 
to 30 minutes. Serve with Lemon Sauce. 


vrvp<; 4 
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Lemon Sana 

2 tablespoons arrowroot or cornstarch 

V teaspoon salt (or salt substitute to taste) 

1 cup water 

3 tablespoons lemon juice 

1 teaspoon grated lemon rind 

Combine the arrowroot or cornstarch, salt or salt substitute, and 
water together in saucepan over medium heat. Stir constantly until 
thick. Simmer covered on low heat for 10 minutes. Remove from 
heat and blend in lemon juice and lemon rind. Beat well with wire 
whisk. Serve hot on fish or vegetables. 

Makes about 1 cup 


Shrimp Pasta 

2 medium tomatoes 

V. cup fresh basil 

V cup fresh parsley 

Vegetable seasoning 

Dash red pepper 

1 pound shrimp, fresh or frozen 

8 ounces fettuccine, linguine, or other pasta 

1 tablespoon olive oil 

2-3 cloves garlic (or more if you really like garlic) 

% cup Parmesan cheese 

Chop tomatoes, basil, and parsley. Mix with vegetable seasoning 
and a dash of red pepper and set aside. Shell and devein shnmp, 
leaving tails on if desired. Cook pasta until just tender lal dented 
per package instructions. While pasta is cooking, heat olive oil in 
skillet over medium heat. Add shnmp and saut* until pink and tirm, 
tuminfl and stirring frequently, aKxit five minutes. Add minced gar- 
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lie and continue cooking until garlic is golden brown. Remove from 
heat. Drain pasta, and toss together with shrimp, parsley, basil, 
chopped tomatoes, and % cup Parmesan cheese. Serve immediately. 

Sen es 4 


Marinated Chicken Breasts 


Juice ot 1 lemon 

4 teaspoon salt (or salt substitute to taste) 

1 clove garlic, minced 

2 small or 1 large, halved chicken breast (4 ounces each; 

% pound total) 

2 tablespoons parsley, chopped 

Mix the lemon juice with salt or salt substitute and garlic. Mari' 
nate chicken breasts several hours or overnight in mixture. Bake in 
an uncovered casserole, sprayed first with olive^oil spray, at 350 de^ 
grees for 45 minutes. Garnish with parsley. 

Sen es 2 


Teriyaki Chicken 

2 chicken breasts, 4 ounces each 
% cup water (divided use) 

2 tablespoons loW'Sodium soy sauce (divided use) 

A teaspoon vinegar (rice vinegar preferred) 

1 clove garlic, minced 

Brown chicken breasts in medium skillet over medium heat for 3 
to 4 minutes on each side. Add 2 tablespoons of water plus 1 tea' 
spoon of the soy sauce, cover, reduce heat, and continue cooking for 
about 10 minutes, until cooked through. Meanwhile, cook remain' 
ing ingredients in a small saucepan over low heat for 10 minutes. 
Pour sauce over chicken before serving. 


Serves 2 
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Ibrfcey EncMbdas 

1 pound ground turkey breast 

2 teaspoons olive oil 

1 teaspoon garlic powder 
1 teaspoon onion powder 

3 cups cooked navy, kidney, or pinto beans 
1 cup frozen com, thawed 

1 6-ounce can tomato paste 

3 cups water 

1 teaspoon cumin 

1 teaspoon salt (or salt substitute to taste) 

1 dozen com tortillas 

4 ounces low-fat cheese, grated 

Saut6 turkey breast in nonstick skillet in olive oil, adding garlic 
and onion powders. Turn off heat and add beans and com. Mix the 
tomato paste with water, cumin, and salt or salt substitute and stir 
well. Soften each tortilla in an ungreased, nonstick frying pan over 
medium heat, about 1 minute on each side. Dip the tortillas m rhe 
tomato sauce, lay flat, then fill with bean/turkey/com mixture. Fold 
over and place in 9-inch by 13-inch baking pan coated with olive- 
oil spray. Pour any extra tomato sauce over enchiladas and spnnkle 
cheese over top. Cover and bake in a preheated 350-degree oven ror 
25 minutes. 


Serves 6 
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Asparagus Chicken 

1 onion, chopped 

2 cloves garlic, minced 
1 teaspoon olive oil 

3 cups asparagus spears, cut into Mnch pieces 
1 cup sliced mushrooms 

1 pound skinless, boneless chicken breasts, sliced into 2 -inch strips 
Juice and peel of 1 lemon 
t cup water 

* teaspoon salt (or salt substitute to taste) 

>4 teaspoon pepper 
3 tablespoons parsley, chopped 

Saute onion and garlic in oil for about 3 minutes. Add asparagus 
and mushrooms and cook for 3 more minutes. Remove from pan and 
set aside. Add chicken to the pan and cook until lightly browned, 
about 3 minutes. Return vegetables to the pan along with the 
chicken, and add the lemon juice and peel, salt or salt substitute, 
and pepper. Add water, stir and let simmer for ten minutes, or until 
heated and chicken is cooked through. Sprinkle with parsley before 
serving. 

Serves 4 
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1 large head broccoli (2 cups), cut into 1-inch pieces 
1 fxmnd boneless chicken breasts, cut into ^-inch-thick dices 
1 teaspoon olive oil 

1 clove minced garlic or y teaspoon garlic powder 

y. teaspoon onion powder 

Vi teaspoon salt (or salt substitute to taste) 

8 oz. spaghetti or other pasta 

1 tablespoon olive oil 

2 tablespoons parsley, chopped 
4 tablespoons Parmesan cheese 

Lightly steam broccoli until tender-crisp and set aside Brown 
chicken in 1 teaspoon olive oil in large skillet until axdted through. 
5— 10 minutes, adding seasonings dunng the List minute Add 
steamed broccoli to chicken. Meanwhile cook spaghetti until iust 
tender (al dente), following package directions. Toss cooked pasta 
with chicken and broccoli mixture, and 1 tablespoon olive oil Stir 
over low heat until heated through. Add parslev and cheese, sttr 
well, and serve. 


Serves 4 
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Mexican Sutler 

1 tablespoon olive oil (divided use) 

1 pound ground turkey breast 
1 zucchini, sliced and quartered 
1 onion, chopped 
1 green pepper, chopped 

1 16-ounce can tomatoes, drained and chopped 
4 tablespoons salsa (or more to taste) (recipe below) 

teaspoon salt (or salt substitute to taste) 

2 cups cooked brown rice or barley 

Cook brown rice or barley as directed. Meanwhile, brown ground 
turkey in half of the olive oil. Drain and remove. Saut6 vegetables 
in the remaining olive oil until tender-crisp. Add the turkey, toma¬ 
toes, salsa, and salt or salt substitute and cook for 3 minutes. Serve 
over l /. cup brown rice or barley per serving and top with extra salsa. 
For salsa recipe, see below. 

Serves 4 


Salsa 

1 small chopped green pepper 
1 large chopped onion 
1 small can chopped green chili peppers 
1 can tomatoes, drained and chopped 
# teaspoon salt (or salt substitute to taste) 

Red pepper flakes or Tabasco sauce, to taste 

Combine all ingredients. Modify amount of pepper or Tabasco to 
obtain desired hotness. Refrigerate for at least an hour to blend 
flavors. 

Makes about 3 cups 
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2 small chicken breasts (4 ounces each) 
l tablespoon olive oil 
l cup plain nonfat yogurt 
1 tablespoon brown rice syrup 
y* cup tested whole-grain bread crumbs 
l tcaspixm freshly grated ginger (or to taste) 

Brown the chicken in olive oil in a skillet. l\> not ax>k com 
plctely. Mix the yogurt, brown rice syrup, bread crumbs, and grated 
ginger. Arrange the chicken in a single layer in an oven-sate dish, 
and spread the yogurt mixture over the surface of each piece of 
chicken. Place uncovered in a 325-degree oven and bake ' buxir or 
until chicken is tender. 

Serves 2 


Qikktn Stir Ay 

2 chicken breasts (4 ounces each), sliced into l inch strips 
2 teaspoons olive oil (divided use) 

2 cups snow peas 
l small can water chestnuts 

1 cup sliced fresh mushrooms 

2 stalks sliced celery* 

2 tablespoons arrowroot or cornstarch 
l cup low-sodium hit-tree chicken broth 
l tablespoon low-sodium soy sauce 

Saute chicken pieces in l teaspoon olive oil until cw4cd thnxigh. 
about five minutes. Remove from skillet. A*AJ second teas|\vn v't olne 
oil and stir-try snow peas, water chestnuts, mushrooms and celcrv until 
tender-crisp. Renim chicken to pan with vegetables, combine arrow 
nxn or cornstarch with the chicken broth and soy sum*. xkJ, .uxl 
cixik, stirring constantly, until thickened. Sene over brown nee 


Serves 4 




Redpes for Reversing Heart Disease / 197 


VEGETARIAN MAIN DISHES 



i • We have included a few main dish vegetarian dishes, since this 
may he the category you are least familiar with. You can also 
eat these dishes in smaller servings as a side to fish or poultry. 


• You may find yourself resorting to pasta for quick and 
easy dinners. Consider making a pot of Spaghetti Sauce 
(recipe below). It may be stored in the refrigerator or 
frozen in I' or 2-cup portions. You may also purchase fat' 
free, low-sodium spaghetti sauce and spice it up a bit by 
adding your favorite sauteed vegetables. 


Spaghetti Sauce 

6 cups chopped canned tomatoes (two 28-ounce cans) 

* cup tomato paste 
2 cups minced green pepper 

2 cups fresh minced onion (approximately 1 medium onion) 

4 teaspoons oregano 

2 tablespoons vegetable seasoning (or salt substitute to taste) 

8 cloves garlic, minced or pressed in garlic press (or less, to taste) 

Combine all the ingredients in a large pot and simmer slowly for 
1 hour. You may add more tomato puree for thickness or more water 
if you desire your sauce less thick. The amount of vegetable season- 
ing may be increased to taste. 

Vanatujns: You may add 1 to 2 cups chopped mushrooms, 1 to 2 cups 
browned lean ground turkey, and/or 1 cup low-salt soy protein substi¬ 
tute. Increase the seasoning to 4 tablespoons of vegetable seasoning. 

Makes W: cups 
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12 ounces penne pasta 
1 teaspoon olive oil 

1 onion, coarsely chopped 

1-2 cloves minced or pressed garlic (to taste) 

V cup black olives, preferably strong, fresh olives from deli section 

2 cups spaghetti sauce (recipe on page 397 or bottled) 

Y<-V. teaspoon red pepper flakes, to taste 

X cup Parmesan cheese 

Cook pasta al dente, according to package directions. Mean 
while, heat olive oil in a nonstick skillet, add onion and garlic, and 
saut£ over medium heat until tender. Add remaining ingredients to 
the skillet and cook until hot. Serve over hot pasta and top with 
Parmesan cheese. 

Serves 4 


Stuffed Peppers 

4 large green or red bell peppers 
2 cups cooked barley 
V cup chopped parsley 
1 medium carmt, grated 
1 can tomatoes, chopped 
X pound mushrooms, chopped 

Cook the bell peppers by removing the caps and seeds and stand 
ing on end in a pot filled with 1 inch of water. Steam 10 to l > nun 
utes or until tender. Combine remaining ingredients and stuff into 
peppers. Bake in a covered baking dish in a preheated ^x^degree 
oven for 20 minutes. 


Serves 4 
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Ibfu Steaks 


1 pound extra-firm tofu 
4 teaspoons low-sodium soy sauce 

Slice tofu lengthwise into four slices. Sprinkle each slice with 1 
teaspoon soy sauce. Heat a large nonstick skillet over medium heat. 
Spray with olive oil and add tofu steaks, two at a time. Cook for 3 
to 5 minutes on each side, until brown. 

Sen es 4 


Ratatoullle 


1 tablespoon olive oil 
1 onion, cut in chunks 

1 green pepper, cut in chunks 

2 zucchini, cut in chunks 

1 eggplant, peeled and cut in chunks 
1 cup mushrooms 

A teaspoon salt (or salt substitute to taste) 

1 16-ounce can tomatoes, chopped and drained 

In a large skillet, heat the olive oil, then add the vegetables in the 
following order, cooking and stirring for about three minutes be~ 
tween each addition: onion, green pepper, zucchini, eggplant, and 
mushrooms. Add salt or salt substitute and tomatoes, stir until hot 
and mixture begins to dry. Serve ratatouille over hot pasta or 
quinoa. 

Serves 4 
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Sptradi Lasagna 

12 lasagna noodles 
A pound ground turkey breast 
A teaspoon minced garlic or garlic powder 
A teaspoon onion powder 
1 A cups fat-free ricotta cheese 
1 small eggplant, sliced into paper-thin slices 
4 tablespoons Parmesan cheese 

1 large bunch fresh spinach, washed and stems removed 
1 teaspoon oregano 
12 ounces fresh mushrooms, sliced 
VA cups spaghetti sauce 

Precook the lasagna noodles until just tender. When cooked, 
drain immediately and separate. Brown ground turkey with garlic 
and onion powders in olive-oil-sprayed pan. Add to spaghetti sauce. 
Spray a 9-inch by 13-inch baking dish with olive oil. Laver in this 
order: A cup of the spaghetti sauce, one layer of the noodles (4 noo¬ 
dles), A cup ricotta cheese, eggplant. Spread this with - cup of the 
spaghetti sauce and sprinkle with 1 tablespoon Parmesan cheese 
Now layer a second layer of lasagna noodles. Spread another : cup 
of ricotta over the noodles. Heap the spinach over this second laver. 
about 4 leaves thick. Add another A cup sauce, then sprinkle with 
the oregano. Add a third layer of four lasagna noodles, followed bv 
the last A cup of ricotta and another tablespoon of Parmesan. Top 
with the mushrooms, 1 more cup of spaghetti sauce, and 2 table¬ 
spoons of Parmesan, being careful to sprinkle it lightly so that it will 
cover the top. Cover with foil and bake at 350 degrees tor 45 min¬ 
utes. Cut into squares to serve. You may layer 2 squares so it will be 
thicker. 


Serves 4 





Filling: 

1 chopped onion 
1 chopped bell pepper 
1 stalk chopped celery 
1 minced garlic clove 

1 teaspoon olive oil 

2 cups tomato sauce 

3 cups cooked pinto beans 
2 cups fresh or frozen com 
1 - teaspoons chili powder 

1 4-ounce can sliced or chopped black olives 
7t cup low-fat cheese, grated 

Crust 

1 cup stone-ground commeal 

1 cup cold water 

teaspoon salt (or salt substitute to taste) 

2 tablespoons olive oil 
1 cup boiling water 

Saute onion, pepper, celery, and garlic in olive oil. Blend tomato 
sauce, pinto beans, com, chili powder, and olives with sauteed veg¬ 
etables. Pour into baking dish. Top with cheese. 

Blend commeal with cold water. Add salt or salt substitute and 
olive oil to boiling water, then pour in commeal mixture and stir 
until thickened. Spread commeal mixture evenly over casserole 
and bake uncovered in a preheated 350-degree oven for 40 to 50 
minutes. 


Serves 6 
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Woodte Cititrote 

8 ounce package egg noodles 
Sauce: 

1 teaspoon olive oil 
M cup chopped onion 
Vi cup chopped celery 
1 cup sliced mushrooms 

1 cup fresh or frozen peas 

2 cups nonfat milk 

1 tablespoon vegetable seasoning (or salt substitute to taste) 

2 tablespoons arrowroot or cornstarch mixed to a smooth paste in 
% cup cold water 

Topping: 

Vi cup whole-grain bread crumbs 
H cup finely chopped almonds 
Vi cup low-fat cheese, grated 

1 tomato, chopped 

2 tablespoons fresh parsley, chopped 

Cook noodles per package directions. Do not overcook. Drain 
and set aside. Heat olive oil in large nonstick skillet. Add onion and 
saut6 for 3 or 4 minutes. Add celery, mushnxuns, and peas and cook 
another five minutes. Pour in milk and vegetable seasoning or salt 
substitute and bring to a low boil over medium-low heat, stimng 
constantly. Meanwhile, mix cornstarch in water, then slowlv add to 
sauce, stirring constantly for a few minutes until thick and creamv. 
Mix sauce and mxxlles, then place in a medium-size haking dish 
sprayed with olive oil. Top with bread crumbs, almonds, and cheese 
Bake uncovered in a preheated J 50-degree oven tor V to 40 min¬ 
utes. Garnish with tomato and parsley. 


Serves 4 
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SIDE DISHES 



• Choose a side dish that complements your main dish— 
think color, texture, taste, and type. If your main dish is 
red, choose a green side dish. If your main dish is creamy, 
choose a crunchy side dish. If your main dish is strongly 
flavored, choose a mild side dish. And if you are featuring 
grains in your main dish, choose a nonstarch side dish. 

• The easiest side dishes are your favorite vegetables lightly 
steamed or quickly cooked in the microwave. You may sea¬ 
son them with a little salt or salt substitute, pepper, low- 
sodium soy sauce, lemon juice, a drizzle of olive oil, or your 
favorite healthful sauce. We are not going to include 
recipes for simple steamed veggies. If you do not know how 
to fix them, consult any traditional cookbook—but omit 
excess salt and oil. 

• Make a point to eat the vegetable superstars often, such 
as leafy greens, broccoli and other cruciferous vegetables, 
and, of course, beans. 


Green Beans Provenple 

1 pound green beans 
1 onion, chopped 

1 16-ounce can tomatoes, chopped but not drained 
^ teaspoon basil 

/. teaspoon salt (or salt substitute to taste) 

/i teaspoon pepper 

Snap the ends off the beans and add them to a medium saucepan, 
along with the other ingredients. Cover and bring to a boil. Reduce 
heat and simmer for about 20 minutes, until tender. 


Serv es 4 
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4 cups shredded red or green cabbage 
2 onions, chopped fine 

1 tablespoon caraway seeds 
Juice of 2 lemons 

2 apples, unpeeled and diced 
% teaspoon ground allspice 

% cup apple juice or cider 

3 tablespoons brown rice syrup 

Place all ingredients in a covered saucepan. Bring to a boil and 
simmer until tender, 10 to 15 minutes. 

Serves 6 


Mock Mashed Potatoes 

4 cups cauliflower, cooked until soft 
2 cups nonfat cottage cheese 
K cup plain nonfat yogurt 
A finely chopped onion 
A teaspoon salt (or salt substitute to taste) 

2 tablespoons liquid Butter Buds 
1 cup whole-grain bread crumbs 

Mash cauliflower in blender, food processor, or with mixer. Mir in 
cottage cheese, yogurt, onion, and salt. Pour into nonstick baking 
dish oiled with olive-oil pan spray. Brush top with liquid Butter 
Buds. Top with bread crumhs. Bake in a preheated ^50-degree oven 
30 to 40 minutes. Serve with Mushroom Gravv (recipe on next 
page). 


Serves 6 
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Mushroom Gravy 

3 tablespoons arrowroot or cornstarch mixed into X A cup cold water 
1 large onion, finely chopped 

1 teaspoon olive oil 

1 pound sliced mushrooms 

4 cups water or fat-free, low-sodium chicken broth 

2 tablespoons vegetable seasoning 

2 tablespoons low-sodium soy sauce 

Make a paste by stirring cold water into the arrowroot or corn¬ 
starch until a creamy consistency is reached. Saut6 the onion in 
olive oil in a nonstick pan until tender. Add mushrooms and con¬ 
tinue cooking for another five minutes. Add water or chicken broth, 
vegetable seasoning, and soy sauce and bring to a boil. When very 
hot, stir in the cornstarch mixture and continue to cook, stirring 
constantly, until thick and smooth. Serve with Mock Mashed Pota¬ 
toes (recipe on page 404), rice, or other starchy dishes. 

Makes about 6 cups 


Greens and Spuds 

2 bunches greens (mustard, kale, etc.) 

Water 

2 unpeeled, cubed small red potatoes 
Salt (or salt substitute to taste) 

Clean greens and remove stems. In a large pot, put 2 inches of 
water and add greens. Steam until they start to become tender, 
about 20 minutes. Add potatoes and continue cooking until the 
potatoes are tender, about 15 minutes. During the last 5 minutes of 
:ooking, add salt or salt substitute. 


Serves 2 
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1 10-ounce package frozen spinach or 1 large bunch fresh 
Va cup nonfat yogurt 
Vi teaspoon onion powder 
Va teaspoon nutmeg 

Cook spinach until wilted. Drain. Blend yogurt with onion pow¬ 
der and nutmeg. Stir seasoned yogurt into spinach and cook over 
medium heat to serving temperature. Serve immediately. 

Serves 2 


Mushroom Pllaf 


1 teaspoon olive oil 
1 V cups finely chopped mushrooms 

1 cup bulghur 

2 teaspoons vegetable seasoning 
Vi teaspoon pepper 

2 cups water 

2 green onions, thinly sliced 

Heat olive oil over medium-high heat in a medium saucepan. 
Add mushrooms and cook, stirring often, tor 5 minutes. Add bul- 
ghur, seasonings, and water, bring to a boil, then reduce heat to a 
simmer, cover pan, and cook for 20 minutes. Pilaf is done when all 
the liquid is absorbed. Ruff with a fork, garnish with green onions, 
and serve. 


Serves 4 



Redpes for Reversing Heart Disease / 407 

Curried Qulnoa 


1 cup quinoa 

2 cups water 

1 teaspoon curry powder 

Rinse quinoa in medium saucepan. Add 2 cups water and curry 
powder. Bring to a boil, reduce heat, and simmer for about 15 min¬ 
utes, until water is absorbed and grains have turned from white to 
transparent. 

Sen es 4 


Barley Pllaf 

1 tablespoon olive oil 
1 medium onion, chopped 
pound mushrooms, sliced 

1 cup pearl barley 

2 cups water 

teaspoon salt (or salt substitute to taste) 

Preheat oven to 350 degrees. Heat olive oil in medium skillet 
with a lid. Add onion and mushrooms and cook for 5 minutes. Add 
the barley, stirring to coat. Meanwhile, bring the water to a boil. 
Add to skillet with vegetables and barley, along with salt or salt sub¬ 
stitute. Cover and cook in 350-degree oven for 30 minutes. Add a 
little water if pilaf becomes too dry. 


Serves 4 
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DESSERTS 


• The sweet tooth. I don’t know if it’s genetic or not, but 
either you have it or you don’t. If you dream of chocolate 
and wax poetic about your mom’s apple pie, you’ve got it 
bad, and we do not want to deny you. 

• You’ll notice that many of our dessert recipes are fruit- 
based. Plain whole or sliced fruit is also a great, healthful 
dessert. 

• We hope you’ll enjoy these recipes. Eat one serving—too 
much of even a good thing is not healthv. 


Baked Apples 

2 tart cooking apples (not delicious apples) 

Water 

2 teaspoons brown rice syrup 
2 tablespoons chopped almonds 
Ya teaspoon cinnamon 

Core apples, leaving a little flesh at bottom to hold sauce. Place 
apples in an ovenproof dish with 1 inch of water in the bottom. Mix 
last three ingredients and spoon half into each apple. Cover and 
bake in a preheated 400-degree oven tor about 45 minutes or until 
apples are soft. 


Serves 2 
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Yogurt Tee Cream' 

1 cup plain nonfat yogurt 
^ cup brown rice syrup 

2 cups fresh fruit (strawberries, peaches, blueberries) 

1 tablespoon lemon juice 

Mix all together in a blender or food processor and freeze in a 
shallow pan. Can take out after several hours, stir or blend again, 
and return to treezer till firm. 

Serves 3 to 4 


Fresh Fruit Tee Cream' 


1 banana 

1 pint strawberries 
5 ounces nonfat yogurt 
Stevia to taste 

Combine the ingredients in a blender or food processor until 
smooth. Freeze in a loaf pan until firm. Scrape with an ice cream 
'Coop to serve. 

■serves 6 to 8 
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Apple Crbp 

4 cups peeled, sliced apples (tan apples are best—anything but 
delicious) 

1 tablespoon lemon juice 

1 teaspoon cinnamon 

VA cups oatmeal (not instant) 

M cup whole wheat flour 

% cup xylitol 

l A cup chopped almonds 

2 tablespoons Butter Buds liquid 

Fill an olive-oil-sprayed pie plate with the apples. Sprinkle with 
lemon juice and cinnamon. Crush the oatmeal with a rolling pin 
and mix with flour, xylitol, almonds, and Butter Buds liquid. Spnn- 
kle over the apples. Bake in a preheated 350-degree oven for 50 
minutes. 

Serves 8 


Nutty Piecrust 

1 cup Grape Nuts cereal 

1-2 tablespoons frozen apple juice concentrate 

Spray a 9-inch pie plate with olive-oil pan spray. Sprinkle Grape 
Nuts into pan and moisten with apple juice concentrate. Press 
against sides and bottom of pie plate—* to 4 inch thick. UTien 
filled and baked it tastes like a graham-cracker piecrust. This will be 
used in several of the pie recipes that follow. 
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Cheesy Lemon Pie 

16 ounces nonfat cottage cheese 
1 cup nonfat milk 

6 ounces frozen orange juice concentrate 
1 teaspoon vanilla extract 
1 teaspoon lemon extract 
4 stiffly beaten egg whites 
Nutty Piecrust (recipe on page 410) 

Blend first 5 ingredients. Fold the mixture into the egg whites. 
Pour into pie plate with Nutty Piecrust and bake in a preheated 350- 
degree oven for 1 hour. Serve warm or chilled. 

Serves 8 


Pumpkin Pie 

1 16-ounce can unsweetened pumpkin 
A teaspoon cloves 
A teaspoon nutmeg 

1 6-ounce can thawed frozen apple juice concentrate 

1 teaspoon vanilla extract 

1 teaspoon cinnamon 

A teaspoon allspice 

A teaspoon ginger 

6 stiffly beaten egg whites 

Nutty Piecrust (recipe on page 410) 

Blend all ingredients except for the egg whites. In mixing bowl 
fold beaten egg whites into the pumpkin mixture. Pour into Nutty 
Piecrust in pie pan. Bake in a preheated 350-degree oven for 1 hour 
or until toothpick inserted into center shows it is firm but still 
moist. 


Serves 8 
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Cherry Pic 

VA tablespoons tapioca granules 
] A teaspoon nutmeg 

3-4 drops of stevia mixed into A cup water 
3 cups unsweetened cherries (not in thick syrup) frozen, canned, 
or fresh and pitted 
% teaspoon almond extract 

A cup Grape Nuts cereal, soaked in 2 tablespoons water for 1C 
minutes 

Nutty Piecrust (recipe on page 410) 

Blend together the tapioca, nutmeg, sweetened water, and let stand 
for 15 minutes. Then stir in the cherries and almond extract. Pour into 
prepared Nutty Piecrust and top with soaked Grape Nuts. Bake in a 
preheated 425-degree oven for about 50 minutes. 

Serves 8 


Berry Delicious 

3 tablespoons tapioca granules 

VA cups berries, unsweetened (boysenbemes, blackberries, or 
raspberries) pureed and sweetened with stevia or xvlitol, to taste 

1 teaspoon vanilla 

2 apples or pears, peeled and sliced 
1 cup whole berries 

% cup oatmeal (not instant) 

% cup raw, unhulled sesame seeds 
l teaspoon cinnamon 

Mix tapioca with the pureed berries and vanilla. Spread over the 
bottom of a pie plate sprayed with olive-oil pan spray. Place the 
apple or pear slices in a layer on top ot the pureed berries. Next la\er 
the whole berries. Blend the oatmeal, sesame seeds, and cinnamon 
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in a bowl, then sprinkle on top. Bake in a preheated 350'degree 
oven tor 30 minutes. Serve warm. 

Sen es 8 


Dessert Fruit Salad 

4 cups ot your favorite fruit, cut (berries; peeled and sliced oranges; 
cored, peeled, and cubed apples; seedless grapes; peach slices; or 
bananas) 

Combine fruits as desired. Refrigerate to combine flavors. Top 
with Fruit Salad Dressing (recipe below). 

Sen T es 4 


Fruit Salad Dressing 

2 cups plain nonfat yogurt 
/. cup berries 
/. cup water 

Stevia, xylitol, or brown rice syrup to taste 

Blend all ingredients until smooth. Serve over fruit. 
Makes 3 cups 


Sesame Balls 

1 cup oatmeal, ground coarsely in a grinder or blender 
/. cup raw sesame seeds 
/. cup brown rice syrup 

Form the oats and seeds into 1-inch balls by mixing with the 
Drown rice syrup, adding more syrup if necessary. 

Serves 3 to 4 
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Rka Pudding 

\Vi cups nonfat milk 
4 egg whites 

2 tablespoons brown rice syrup 
teaspoon nutmeg 
1 teaspoon cinnamon 

1 tablespoon tapioca granules 

2 cups cooked brown rice 

1 cup peeled, chopped apple 

In a double boiler, heat the milk. In a bowl, beat egg whites 
lightly. Add the brown nee syrup, nutmeg, cinnamon, and tapioca 
to the egg whites. Slowly add the egg white mixture to the hot milk, 
stirring constantly about 10 minutes or until mixture starts ro 
thicken. Remove from heat and add the nee. Mix well Add rhe 
apple. Mix well. Pour into a buttered nonstick 2-quart baking Jish 
Bake in a preheated 350-degree oven for 15 minutes or until ser 
Serve warm or cold. 

Serves 5 to 6 




Water 

2-4 fresh apples, pears, peaches, or nectarines, chi>pped 
M teaspoon cinnamon 
% teaspoon stevia 

Put one inch of water in a saucepan. Add chopped fruit, cinna¬ 
mon, and stevia and simmer tor 5 to 10 minutes. This is eaten 
alone as a dessert, mixed with plain yogurt, or spooned over hot ce¬ 
real or French toast. 


Serves 2 
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BEVERAGES 


- m - 

• Your beverage of choice should be water, preferably fil¬ 
tered or purified. Drink at least eight 8-ounce glasses 
every day. 

• One or two cups (not giant mugs) of regular coffee per 
day are acceptable for most people. If you have very high 
blood pressure, arrhythmias, elevated homocysteine, or if 
you are pregnant or nursing, go easy on coffee. A better 
choice for everyone is heart-healthy green and black tea. 
(For more on coffee and tea, see Chapter 12.) 

• A little alcohol is also an approved part of the diet for 
reversing heart disease. One to two drinks per day for 
women and two to three for men are the limit. Do not 
start drinking for your health or use this as an excuse to 
drink if you have a problem with alcohol. 

• We do not recommend unbridled consumption of fruit 
juice. It is just too high in sugar. A little on occasion is 
fine, especially if you dilute it with water. 

• Vegetable juices, because they contain less sugar, are fine. 
Drinking 12 ounces of low-sodium V-8 or tomato juice 
every day will provide you with a hefty dose of potassium 
and other nutrients for the heart. (Do not drink regular 
V-8 or tomato juice. It has too much sodium.) 

• Also see the Smoothie recipe on page 359. It makes a 
great between-meal snack. 
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Perrier Surprise 

Orange juice 

Perrier, seltzer, or club soda 

Freeze orange juice in ice cube tray. Add a cube or two to chilled 
Perrier, seltzer, or club soda. Good for entertaining. 

Hot Carob Cocoa 

1 tablespoon carob powder 
1 teaspoon brown rice syrup 
% teaspoon vanilla 
% teaspoon cinnamon 
1 cup heated nonfat milk 

Stir all ingredients into heated milk. Serve hot. 

Serves 1 


Fruity Tea Punch 

6 cups fruity herbal tea (your favorite) 

1 pint club soda or Perrier 

Stevia, xylitol, or another sweetener to taste 

A cup lemon juice 

1 orange, lemon, and/or lime, thinly sliced 

Mix the tea, club soda or Pemer, and lemon juice tosjether and 
sweeten to taste. Decorate with the cimis fruit slices. Serve cold. 

Serves 6 
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Hot Apple Cider 

4 cups unsweetened apple cider or apple juice 
t teaspoon whole cloves 
3 cinnamon sticks 
; t teaspoon whole allspice 

Bring apple cider or juice to a boil. Add the spices and cook an 
additional 10 minutes. Strain out spices and serve hot. 

Sen es 4 


Cranberry Cooler 

4 tablespoons cranberry juice concentrate, unsweetened 

1 cup Perrier or club soda 

Stevia, xylitol, or another sweetener, to taste 

Stir or shake all ingredients together. Serve with frozen fruit juice 
ice cubes. 

Sen’es 1 


Creamy Orange Drink 

S ounces plain nonfat yogurt 

a cup orange juice or 2 tablespoons thawed orange juice 
concentrate 

Stir together. Add more juice to thin, if needed. Serve cold. 


Serves 1 
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1 cup water 

cup frozen whole unsweetened strawberries 
% teaspoon almond extract (optional) 

Stevia, xylitol, or other sweetener, to taste 

Combine all ingredients in blender, blend, and serve cold. 
Serves 1 


Apple/Pear Shake 

l A cup water 
% cup apple juice 
1 ripe peeled and cored pear 
4 ice cubes 
Stevia to taste 

Combine all ingredients in blender and blend until smooth. 
Serve ice cold. 

Serves 1 


Lemonade 


3 cups water 
Juice of 2 lemons 

Stevia, xylitol, or other sweetener to taste 

Mix water and lemon juice. Sweeten to taste with stevia. xvlitol. 
or other sweetener. Add ice and serve. 


Serves 3 



Part V 


The Program in Action 





CHAPTER 22 


Getting Started, Staying on Track 


An illness is not an abstraction. It happens to a human 
being. In this age of high-tech medicine and managed care, it is 
easy for doctors to forget the humanity of their patients. This is 
particularly unfortunate in dealing with heart disease, for the 
only real cure for the condition must be effected by the patients 
themselves. Atheroscleorsis, as I hope I have made clear in this 
book, is a multifaceted, progressive problem. A comprehensive 
program of diet, exercise, nutritional supplementation, and stress 
management is the only approach that systematically attacks the 
underlying causes of heart disease. With or without drugs and 
surgery, it is absolutely essential for successful management of 
the disease. To ignore this, particularly in light of all the sup¬ 
porting research and scientific studies, is just plain foolish. 

Despite the rush of some cardiologists to go in and u do” some¬ 
thing to their patients, what patients with heart disease really 
need is a guide, a monitor, and, most important, a teacher. We 
need to remember that the word doctor means “one who 
teaches.” “Curing” people with sick arteries is not done by sim¬ 
ply running tests, performing bypass surgery or angioplasty, or 
landing the patient a prescription to be filled at the pharmacy. 
For real healing to take place, doctors must talk to their patients, 
inswer their questions, and take a very personal interest in get- 
:ing them to change their unhealthy habits. This means helping 
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patients understand the mechanisms underlying their illness, 
showing them how to implement lifestyle changes, and building 
enthusiasm for the process. 

When I opened the Whitaker Wellness Institute in 1979, I 
wanted to create a comfortable environment where patients 
could learn the basics of lifestyle changes alongside others with 
similar health challenges, and by experiencing the short-term 
benefits of good nutrition and exercise become motivated to con¬ 
tinue the program at home. My intention was to take patients 
with cardiovascular disease, diabetes, and high blood pressure, 
get them started in the right direction, and send them back to 
their own physicians for continued care. 

I never envisioned my clinic as a substitute for hospitals or 
medical centers. Without question, your best place to be it a 
heart attack occurs is the hospital. But I did want to fill the void 
that our current approach to the treatment of heart disease has 
created so that patients could get the education and motivation 
necessary to successfully implement lifestyle changes. The physi¬ 
cians at the clinic are much more than astute examiners and 
skilled interpreters of tests. They are also educators, leaders, and 
motivators. 

More than 60 million Americans suffer from cardiovascular 
diseases, and thousands of hospitals display the latest technol¬ 
ogy in the management of heart attacks and other acute coro¬ 
nary events. Yet there is a severe shortage of institutions 
designed to help people understand their condition, modify 
their underlying risk factors, and actually reverse the progres¬ 
sion of atherosclerosis. What is needed is a dramatic shift ot 
priorities. For the majority of patients who have symptoms ot 
heart disease or have already had a heart attack, angioptety or 
bypass surgery should not be considered until vigorous treat¬ 
ment with lifestyle changes and appropriate medications has 
first been tried. 

The purpose of this book has been to share with you the 
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Whitaker Wellness Institute program tor reversing heart disease. 
I sincerely hope that you have a physician who understands and 
respects the power of the therapies we have discussed and will 
help you implement them. Please understand the importance of 
working with a healthcare professional. Under no circumstances 
should you decide on your own to discontinue medications or 
begin training for a marathon. On the other hand, if your doctor 
is less than supportive, don’t let that hold you back. I have pro- 
vided you with all the information you need to institute your 
own program for reversing heart disease: meal plans and recipes, 
the specifics of an exercise program, recommendations for a nu¬ 
tritional supplement regimen, and suggestions for getting stress 
under control. All that remains is for you to take that first step 
and get started. 

I want to conclude by first taking you through a week at the 
clinic in hope that you can use some of the same techniques we 
use with our patients to motivate yourself to begin and stick with 
vour own program of lifestyle changes. Then, I will share with 
you stories of some of the patients who have been through our 
program. Patients such as these have been my greatest teachers. 
They help me understand what works and what changes people 
are willing to make. Their successes motivate me to continue 
sharing with others this very effective program for reversing heart 
disease. 


A TYPICAL DAY AT THE INSTITUTE 

3:00 A.M. The day starts early. Patients weigh in, have their 
blood pressure and pulse recorded, and give a history of the day 
before—how far they walked, the pulse rate attained during ex¬ 
ercise, and a rundown of any symptoms experienced. These 
daily reports help us to evaluate progress and alter medication 
dosaee. 
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8:30 A.M. Breakfast: anything from oatmeal to French toast to 
scrambled eggs with fresh fruit- This is also when patients take 
their morning nutritional supplements. 

9:00—11:00 A.M. Most mornings are devoted to education. 
Every day a different speaker from the Whitaker Wellness Insti- 
tute professional staff instructs patients in the nuts and bolts of 
the program. Our research director explains the basics of nutn- 
tional supplementation, which is an important and for many pa- 
tients confusing aspect of the program, making sure that each 
patient understands every item on his or her personalized supple- 
ment “action plan.” Our exercise physiologist explains the me¬ 
chanics of safe exercise. Our certified nutritionist outlines the 
diet and food plan, explaining the roles fat, protein, and carbo¬ 
hydrates play in optimal health. We spend several sessions dis¬ 
cussing food from every angle conceivable: shopping, storage, 
preparation, cooking, even dining out. One of the sessions is a 
hands-on cooking demonstration by our professional chef, so 
that in addition to receiving printed recipes and menus, patients 
clearly understand the mechanics of following this program ar 
home. 

11:00-11:45 A.M. Scheduled exercise. Patients have already 
received an individualized exercise program based on the results 
of their stress test, and most exercise throughout the dav, swim¬ 
ming or walking in the usually beautiful southern California 
weather. However, each morning the group also exercises to¬ 
gether, led by our personal trainer. During this time we can de¬ 
termine if patients are taking their pulse accurately, exercising at 
an appropriate level, and warming up and cooling down properly. 
Symptoms are also monitored during exercise, which gives the 
staff a good sense of how each patient is doing. 

Noon-1:00 P.M. Lunch. It could be spinach lasagna, stir-fried 
chicken and vegetables with noodles, soup and salad, or another 
of the many pleasing and healthful dishes prepared by our chef. 

1:00-4:00 P.M. We try to leave some time open even' after- 



Getting Started, Staying on Ihxk / 425 


noon tor follow-up physician visits, specialized therapies such as 
EECP chelation, or hyperbaric oxygen therapy—or just enjoy 
some downtime. 

4:00-4:30 P.M. Several days a week patients gather for guided 
relaxation, to leam techniques for combatting stress. We also 
teach them “health visualization”: seeing themselves as healthy, 
active, thin, and pain-free. We realize that stress plays a role in 
disease and learning to manage it takes some training and prac¬ 
tice. Patients enjoy this peaceful interlude toward the end of the 
day. 

4:30-5:30 P.M. Each day, one of the Whitaker Wellness Insti¬ 
tute physicians presents a lecture on a specific subject, such as 
heart disease, bypass surgery, diabetes, arthritis, and other areas of 
interest to patients. These lectures, as well as the morning ses¬ 
sions, are the backbone of the educational program, for it is dur¬ 
ing these seminars that patients begin to understand their 
medical condition as well as the role lifestyle changes play in 
their improvement. Each session has been recorded on tape and 
every 7 patient is given the complete series to provide reinforce¬ 
ment and motivation after they return home. 

5:30-6:30 P.M. Dinner. This is a time to enjoy the end of a day 
of accomplishment. Delicious, healthful meals are enjoyed with 
good fellowship and leisurely conversation. Salmon, chicken, or 
low-fat quiche may appear on the menu. We even have a cele¬ 
bratory' glass of heart-healthy wine at our final meal. 

Obviously, the days are full and active. Patients, often for the 
first time in their lives, spend the whole day doing things to im¬ 
prove their health. Many accomplished and disciplined people, 
expert in their own fields, limp into the clinic riddled with heart 
disease, diabetes, high blood pressure, and other serious prob¬ 
lems. For many, this is their first experience in prioritizing and se¬ 
riously concentrating on their health needs. 
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GETTING THE MOST OUT OF YOUR PROGRAM 

After observing thousands of patients start and complete this 
program—and hearing from hundreds more who have followed it 
on their own—I have noticed some general trends I would like 
to share with you to help you get the most out of it. 

Almost everyone is a little skeptical at first. The program tor 
reversing heart disease outlined in this book is quite different 
from any other you may have been offered before. Despite the 
abundance of scientific data underscoring the efficacy of num- 
tion and exercise presented in this book (and the downside of 
conventional therapies), you may still have a few doubts. How¬ 
ever, like the patients who have come to the clinic, you believe 
that this approach makes a lot of sense, and you want to give it a 
try. 

At the clinic we begin with a thorough physical examination, 
blood tests (including cholesterol, LDL, HDL, mglvcendes, ho¬ 
mocysteine, C-reactive protein, and DHEA-sulfate), exercise 
stress test, echocardiogram, and other tests as indicated. 1 suggest 
you do the same. When the results are back, ask your physician 
to spend time explaining them to you. This would be the ideal 
time to talk about your medications: potential adverse effects, al¬ 
ternatives, and the possibility of reducing or discontinuing some 
of them. Ask questions, and insist on details. Also tell vour doc¬ 
tor about the nutritional supplements you are taking or planning 
to take—but don’t be surprised it he or she dismisses them. iKeep 
taking them anyway, unless your doctor can give you a valid rea¬ 
son not to.) Finally, it is always prudent to get a physician s clear 
ance before beginning an exercise program. 

We place a lot of emphasis at the clinic on education. Reiki 
and reread this and other books on heart disease, go online and 
visit health Web sites, attend lectures ottered in vour area, and 
talk to people who have heart disease or have made similar 
changes in their lifestyle. It you can hook up with others who are 



Getting Started, Staying on Ttvck / 427 


in the same boat, going in the same direction with the same 
goals, so much the better. One of the best things about the clinic 
program is the group support. Even though everyone comes from 
a different walk of life, they’re all learning the same thing: how 
to alter their lives in key areas to regain and maintain their 
health. This is fertile ground for camaraderie. You’ll likely find 
the same sense of kinship with the friend you walk with every 
morning, or the coworker who helps you pass up the doughnuts 
and stay on your diet. 

Beginning an exercise program and making dietary changes 
are not easy, whether you’re doing it on your own or at the 
clinic (although having someone prepare your meals and lead 
you in exercise for a week helps). As I suggested earlier, you 
need to put some thought into this. Wanting to do it isn’t 
enough. Sit down with your calendar and schedule your exer¬ 
cise sessions. Actually write the time you’re going to walk or 
when you’ll be going to the gym. Tell your friends and family 
what you’re doing, and above all, make a commitment to your¬ 
self to follow through. 

Likewise with diet changes. Decide how you’re going to ap¬ 
proach the diet (gradually or cold turkey) and enlist the support 
of others to keep you on track. For the most part, you will be sur¬ 
prised at how delicious the food is—and delighted that you are 
encouraged to eat many of the things you might have worried 
would be considered taboo, such as pasta, eggs, chicken, and 
olive oil. 

As your efforts begin to pay off, the drudgery eases up as true 
motivation begins—and this will be sooner than you might ex¬ 
pect. Sometimes dramatic improvements are noticed after only 
one week at the Whitaker Wellness Institute. Angina eases. 
Many patients who were unable to walk a block without pain are 
taking daily strolls without difficulty. Blood pressures are down. 
Extra pounds start coming off, and there are changes in choles¬ 
terol, triglycerides, and other markers of heart disease. As you 
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begin to feel better, expect to experience a sense of enthusiasm 
and a marked change in attitude. 

First, fear, which often immobilizes heart patients, is replaced 
with a resolve to lick the problem. Heart patients who choose a 
lifestyle program such as this are not deluded about the gravitv of 
their problem. Quite the contrary. You understand how senous it 
is even more clearly than most. However, you now have a plan of 
action, a way of addressing these dangers head on. 

Second, the lifestyle changes are no longer viewed as arduous 
or impossible. You come to view the program as an opportunity, 
even a challenge, to overcome your health problems, and as vou 
do, you develop an increased respect for your body and ultimately 
for yourself. Health now becomes a high priority, and this pro¬ 
gram gives you the tools to achieve it. 

Third, and most important, you are no longer a passive recipient 
of medications prescribed by a physician, left in the dark about vour 
condition or what you can do about it. You are now an active part¬ 
ner in your health care. You understand the causes of heart disease 
and the importance of the vanous markers of heart health. Vxi re¬ 
alize the integral role nutrition plays in your recovery, and vou are 
determined to receive the benefits of exercise. 

In the final analysis, these changes in attitude are essential tor 
long-term success, and the information provided in this Kx>k is 
designed to effect them. My hope is that you take this informa- 
tion and utilize it to regain and maintain your health. Mv best to 
you for a long and healthy life. 


SUCCESS STORIES: 

PEOPLE WHO REVERSED THEIR HEART DISEASE 

Joann Lang, California 

Because of “suspicious" chest pains, 1 had an angiogram fol¬ 
lowed hv hvnass sursery. 1 was frightened, and from that time on 
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I had considered myself a cardiac cripple. Seven years later I had 
a heart attack and a repeat angiogram, which showed that both 
the graft and the artery were completely closed. 

I entered Dr. Whitaker’s program to do something positive 
about this problem. Now I have no chest pain. I joyously walk 
two to three miles a day, feel fantastic, and no longer consider 
myself a cardiac cripple. I wish I had done this before surgery. 

Donna Monroe, Idaho 

I have been a patient of Dr. Julian Whitaker’s and would like 
to express my gratitude and thanks. I had open heart surgery. 
However, after three or four months I again experienced angina 
and never felt like the surgery did me much good. I continued to 
go downhill and experienced the same symptoms as before 
surgery 7 . Finally, my cardiologist suggested that I have surgery 
again. I refused, and with the help of my daughter in California 
and friends who had heard of Dr. Whitaker, I decided I had noth" 
ing to lose by attending the institute. 

Within one week of entering the Whitaker Wellness Institute, 
my blood pressure dropped considerably. I experienced less an^ 
gina and my cholesterol drop was amazing. At the time of my 
surgery*, I weighed 130 pounds at five feet one inch tall. At pres" 
ent I weigh exactly 100 pounds, and my blood pressure has stabi- 
lized to a safe and unbelievable level. As a mother of three 
children and a grandmother of seven, I now feel that life is once 
again worthwhile. I am no longer taking the high blood pressure 
medication that I had taken for thirty^two years. I exercise and 
try to keep on my diet. I feel that Dr. Whitaker and his methods 
are much more helpful and encouraging than surgery. At least I 
now know that 1 never would go through that surgery again. If I 
do have problems, I know what I am doing wrong and can cor^ 
rect them. 
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William Wolf, New York 

I had a heart attack and went through the University of Wash¬ 
ington Hospital, where I was diagnosed as having approximately 
20 percent damage to my left ventricle and two blocked arteries. 
My left anterior descending artery was 100 percent blocked, and 
the doctors were very forceful in advising that I have bypass 
surgery. Instead, I elected to follow a medical program. The sta¬ 
tistics I was able to find indicated that bypass surgery would re¬ 
duce pain but would not increase longevity. In addition, I was 
aware that there were a number of hazards or risks in bypass 
surgery. Consequently, I was very disturbed by the prescnption of 
bypass surgery. 

I had a negative reaction to the angiogram and was placed in 
intensive care at the University of Washington Hospital. While 
in intensive care, one of the nurses advised me against rushing 
into an operation and suggested that I first try the Pntikin pro¬ 
gram of a very low-fat diet and exercise. She was so positive 
about the program that when I got out of the hospital, I immedi¬ 
ately bought Dr. Pritikin’s book and tried to follow the program 
on my own. I must say that although I read the book about seven 
times, 1 did not seem to make complete progress. I was still hav¬ 
ing pain. When I tried to exercise or walk, I frequently just had 
to stop to sit down and rest. 1 could not keep going. Thus, 1 was 
distraught and thought that 1 would have to go in for bypass 
surgery. 

By chance, 1 met a man, Don Kennedy, on the beach. He had 
been fighting the same problem and had given up and was plan¬ 
ning to go in for a bypass. When I saw him again several weeks 
later, he looked great. I asked him about his bypass operation. He 
informed me that rather than a bypass, he had been at the 
Whitaker Wellness Institute. Thus, I called and immediately 
tried to get into the institute. 

At the time I entered the institute, 1 was doing fairly well, but 
my blood pressure was still a little high. My mglycendes were 
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way up, around 238. My cholesterol was high at 261. My HDL 
was also very low, about 30. I began to improve immediately. By 
the end of two weeks I was able to walk and jog slowly for seven 
or eight miles without undue fatigue. I was having only very 
minor pains, occurring usually when I was warming up. My cho¬ 
lesterol level was down to 154, my triglycerides were down to 90, 
and my HDL was now up to 94. In short, all the measures of risk 
for heart attack had improved significantly. 

I was amazed at the results. I have returned to work and have 
been doing relatively well. I find prolonged walking and jogging 
difficult m this climate in New York, but I am able to swim ap¬ 
proximately thirty-five to forty lengths of the swimming pool, 
and usually 1 walk and jog two to five miles every other day. In 
short, I find that I am able to function effectively. 

Carlo Teodori, Pennsylvania 

I started looking for alternatives when my doctor of nine years 
told me I should increase my medication for high blood pressure. 
Since I was already taking three pills a day, I didn’t want to in¬ 
crease that dosage. I read in Prevention magazine that Dr. Whitaker 
was having success in lowering blood pressure by proper diet and 
exercise, and I decided to enroll in the institute and try the pro¬ 
gram. My wife and I arrived and started right in on the food pre¬ 
pared especially for the patients at the institute. The very next 
morning we were up and walking with the other patients. Within 
a few days Dr. Whitaker suggested that I reduce my medication 
under his careful supervision. By the end of our two-week stay, 1 
was off all medication and walking eight to ten miles a day and 
feeling great. 

Since leaving the institute, I have taken medication only 
twice, when my pressure started to go back up. This program is 
really working for me and I am grateful for Dr. Whitaker and the 
approach he used to eliminate my high blood pressure problem. 
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Homer Q. Ray, Qeorgia 

The time my wife and I spent at the Whitaker Wellness Insti¬ 
tute was undoubtedly one of the finest things we have done for 
our health and well-being in many years. The time and energy 
consumed and the expense of travel from Atlanta to California 
were worthwhile. We have unhesitatingly recommended the in¬ 
stitute to friends here in Georgia. That time brought about 
changes in our lifestyles and eating habits that are continuing 
and benefiting us. 

The good attention that Dr. Whitaker gave us, and the fel¬ 
lowship with others in attendance, made it a most stimulating 
and enjoyable two weeks. I am now considering making it an an¬ 
nual event in our lives because of the benefits and enrichment 
that it brought to us. Some of us are careless in our eating and our 
day-to-day habits, and what Dr. Whitaker offers is direction and 
supervision in making changes. I think we would all be far better 
off if we would take time every year and, in the spmt of Dr. 
Whitakers program, give our health needs top priority. 

Otto L auf, Arizona 

I would like to take this opportunity to join the thousands ot 
others who have shared the experience of attending Dr. Julian 
Whitakers institute. 1 suffered a total collapse and was told that 
1 would be facing bypass surgery. My cholesterol level was so 
high, it seemed like the only solution if 1 wanted to live a normal 
life. It was not a prospect that 1 looked forward to. and I imme¬ 
diately began looking for an alternative solution. It was then thar 
1 heard about Dr. Whitakers program. 

I attended a session and found the only thing 1 had in my favor 
was my weight. 1 had never had a weight problem. But my eating 
habits and way of life were decreasing my longevity. Through Dr. 
Whitaker’s program ot diet and exercise* a whole new Ute has 
opened up to me. I’ve learned to eat properly and, though I some- 
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times yearn for a thick, juicy steak, I find that following his diet 
can be an enjoyable experience. 

My cholesterol level has dropped drastically. Each checkup has 
shown very marked improvement. I walk three miles every morn¬ 
ing, have played thirty-six holes of golf in one day, and have not 
been sick in over a year. I have a whole new attitude toward my 
health and life, feel years younger, and I am enjoying things that 
I never thought were possible. My thanks to Dr. Whitaker and 
his staft, who, through their care and guidance, have given me a 
new lease on life. 

Joseph M oriconi, Connecticut 

I spent twelve days at Dr. Whitaker’s institute with my wife. It 
was the best money I have ever spent for my health. My choles¬ 
terol level dropped from 223 to 184. I stopped using Inderal 
(a beta-blocker), and my blood pressure stays steady at 120/80. I 
have 90 percent heart blockage of my two main arteries. The 
blockage is in a place where bypass surgery is risky. I know that if 
I continue to follow the program I went through at Dr. 
Whitaker’s—which I will—I will be able to live a good, normal 
life. 

Mildred Jessup, California 

I think of Dr. Whitaker with appreciation for the way he 
changed my life. I went to him because I was sick. I had always 
had a weight problem and arthritis. I felt I had to do something 
to give my body all the help I could so I could feel good at my 
age. I also wanted to do what I could to avoid other degenerative 
problems, such as heart attack, stroke, diabetes, etc. 

In going through his program, I learned the relationship of 
foods to the different organs of the body and also the damage that 
the wrong things can do. I lost fifteen pounds, but what is most 
important is that the weight has stayed off for over a year now. 
My arthritis has improved and I expect it to keep improving. My 
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cholesterol and blood pressure both dropped. I have grown to 
love the taste of foods in their natural forms and do not find the 
fatty foods, red meat, and sweet junk palatable anymore. 

Qrace M ohler, California 

I am willing to tell everyone the excellent results I have had 
since I attended Dr. Whitakers program at the Whitaker Well¬ 
ness Institute. My cholesterol dropped from 325 to 216 in two 
weeks and has stayed low since, without medication. My blood 
pressure has also maintained a healthy level with less medica- 
tion. I had never eaten so much, yet 1 still lost 20 pounds. This 
all sums up to a better attitude and a happier life. I still walk two 
to five miles a day. Indigestion, which I frequently had, is no 
more. I feel just great. 

Robert Clifford, California 

After having an abnormal treadmill test I underwent an an¬ 
giogram. Even though I did not have chest pain or angina, I was 
advised to have bypass surgery. I enrolled in the Whitaker Well¬ 
ness Institute the day before I was to have surgery. Now’ mv cho¬ 
lesterol and triglycerides are very low. IVe lost 27 pounds in eight 
weeks, and I am walking two miles a day with no pain. 1 feel great 
and plan to stay on this program and avoid surgery. 

Dale Harris, Missouri 

If I had known about this program earlier, I could have 
avoided a lot of grief and surgery. By the time I was tifev-tour, I 
had already had the large artery in my stomach replaced with a 
plastic graft as well as bypass surgery on my heart tor clogged ar- 
teries. In spite of this surgery, I still could not walk because ot se¬ 
vere pain in my calves, due to the blockages in the other arteries 
as well as blockages coming on in the graft. It was time I did 
something, so I went to the Whitaker Wellness Institute. 1 
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learned how to eat, how to exercise, the role of vitamins and 
minerals, and just, in general, how to take care of myself. 

I was amazed at how rapidly changes occur on this program. I 
had always had a cholesterol problem and was taking a 
cholesterol-lowering drug without success. On the program for 
reversing heart disease, my cholesterol fell from 324 to 130, my 
triglycerides went from 413 to 123, and my blood pressure from 
130/78 to 108/66. Other studies improved dramatically as well. 

Exactly three years after leaving the institute, 1 am happy to 
report that I am completely pain-free in my legs and have been 
so for the last two-and-one-half years. 1 am walking two miles 
every’ day without any pain at all, feeling great and doing any¬ 
thing that I want to do. What a joy it is to be pain-free and get¬ 
ting healthy. 

Howard B., New York 

I had an angiogram after an abnormality showed up on a stress 
test. My cardiologist convinced me that I needed an angio¬ 
plasty—even though I had no symptoms of chest pain or other 
signs of heart disease (except for an arrhythmia). During surgery, 
a blood vessel was punctured. My right leg swelled up and I had 
to stay in the hospital for some time. I eventually recovered, al¬ 
though later 1 developed high blood pressure and had to take an¬ 
other drug, in addition to one for my arrhythmia. 

About eighteen months later, after another abnormal stress 
test, my doctor recommended a repeat angioplasty and stent 
placement. I wasn't too happy about the idea and when I balked, 
he told me that if 1 didn’t have this procedure, I could drop dead 
at any moment. That didn’t sound right, so I came to the 
Whitaker Wellness Institute for a second opinion. 

After running a lot of tests, my doctor at the institute thought 
I was a good candidate for a more conservative course. 1 started 
on nutritional supplements and a good diet. I was already exer¬ 
cising thirty minutes a day and was encouraged by him to keep 
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up the good work. I also did a course of EECP, and when I fin¬ 
ished 1 felt better than ever. My blood pressure, which had stayed 
high while I was taking a beta blocker, went down, and I was able 
to get off that drug. 

Terry Scott, California 

I had triple bypass surgery in February of 1985, and over the 
years, each of these grafts closed up. Finally, in August 1997 the 
largest graft closed and 1 suffered a heart attack. After recovery I 
returned to work, but by March 1998, I was placed on disability 
from work. 1 was no longer able to do much—no flying, skiing, 
running, or anything strenuous and was told to stay below 2,000 
feet in altitude. As the months passed my angina increased to the 
point where 1 was having pain going up and down mv stairs at 
home. On January 4, 2000, an angiogram was performed and it 
was determined that 1 should undergo a quadruple heart bypass. 
Surgery was scheduled for March 8, 2000. 

Thanks to a suggestion from a neighbor, I visited the Whitaker 
Wellness Institute and had a conference with a doctor there. Al¬ 
though dubious, I began the treatments suggested. 

What a difference a year makes! In the last twelve months 1 
have undergone a real transformation —without surgery. Mv doc¬ 
tor at the Whitaker Wellness Institute changed mv diet and ex¬ 
ercise, added supplements, adjusted my prescription drugs, and 
most important restored my health. The EECP. chelation, hyper¬ 
baric oxygen therapy, and acupuncture have now allowed me to 
return to the life I had before. 

By October 2000,1 was well enough to enjov a week-long bike 
ride with Dr. Whitaker and some Health & Healing subschbers. 1 
flew, for the first time in years, to and from Virginia tor the mp. 
This year I have returned to snow skiing and running—all with¬ 
out pain! 

What is particularly interesting is that my cardiologist thinks 
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I am wasting my time and money at the Whitaker Wellness In¬ 
stitute. 

Barney M., Missouri 

My cardiologist suggested that I have a test that may have ne¬ 
cessitated bypass surgery. Having read Dr. Whitaker’s Health & 
Healing newsletter for many years, I decided to check into the 
Whitaker Wellness Institute before submitting to the examina¬ 
tion. After a complete physical checkup, it was determined that 
I could avoid surgery by diet, exercise, and the use of supple¬ 
ments. I was given a regimen to follow and for two years I have 
followed it as closely as possible. 

At the age of eighty-six I work in the garden, mow most of an 
area of several acres, and am otherwise quite active. I look for¬ 
ward to the future with a positive attitude and am certainly 
thankful that I did not submit to invasive procedures. 

It is my hope that Dr. Whitaker can influence other members 
of the medical profession to follow his type of medicine. I have 
recently been made aware of a cardiologist who advocates a sim¬ 
ilar program, so perhaps Dr. Whitaker is no longer a voice crying 
out alone. 

Charles White , Alabama 

I believe the reason I am alive today is because I attended Dr. 
Whitaker’s program. Most all my family deceased before age 
sixty-five, many in their fifties. Father, mother, brother, aunt, un¬ 
cles—and most of them had heart disease. I knew I had to do 
something different but did not know what to do. 

I first went through Dr. Whitaker’s program in the mid-1980s. 
It changed my lifestyle, eating habits, and exercise. I have kept 
my weight down, and my health is good. Dr. Whitaker took me 
jff all my medications, and to this day I take no prescription 
drugs. 1 have returned to the clinic several times over the years, 
and 1 continue to feel great. 
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Bob D., California 

Six and a half years ago I developed rather severe chest pain 
and had an angiogram at a prestigious medical center. I was told 
I needed immediate bypass surgery, as two of my arteries were sig¬ 
nificantly blocked. I went to Dr. Whitaker who said we could rrv 
conservative therapy, including lifestyle change. It worked like a 
charm. I lost thirty pounds, started an exercise regimen which I 
have maintained and, in short, was probably the healthiest I’ve 
been in my life. 

Eighteen months ago, however, the chest pain started coming 
back, likely due to my high-stress lifestyle. I went on virtually a 
worldwide search for an option to surgery and found EECP. I dis¬ 
cussed this with Dr. Whitaker, who enthusiastically encouraged 
me to pursue it. 

Remarkably, in only three weeks the pain went awav. I’m 
taking less medication, and I can now do my exercise routine 
without any pain at all. 

I'm now convinced that Dr. Whitaker’s diet, nutritional 
supplement program, and EECP can eliminate the need for the 
overwhelming majority of bypass operations. It certainly did tor 


me. 




RESOURCES 


Medical Qinics and Physician Referrals 


Whitaker Wellness Institute 

4321 Birch Street 
Newport Beach, CA 92660 
300-488'1500 

whitakerwellness.com 

Dr. Whitaker's institute is a full-service medical clinic that specializes m 
outpatient care , as well as a weeklong residence program of medical eval¬ 
uation and examination, patient education, and instruction in imple¬ 
menting lifestyle changes. Areas of specialty include heart disease, 
hypertension, diabetes, arthritis, and other degenerative diseases. 

American College for Advancement in Medicine 

P.O. Box 3427 
Laguna Hills, CA 92654 
3QO'532'3688 
www.acam.org 

This is a professional organization of alternative health medical doctors 
md osteopathic physicians, many of whom utilize many of the therapies 
discussed m this book. A majority of them administer chelation therapy. 
To receive a list of such physicians m your area, visit the Web site or send 
j self-addressed, stamped envelope (two stamps). 
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American Association of Naturopathic Physicians 

8201 Greensboro Drive, Suite 300 
McLean, VA 22102 
703-610-9037 

www.naturopathic.org 

Naturopathic physicians are licensed professionals who hate attended 
fourty ear graduate level naturopathic medical school. Their education 
covers the same basic sciences as an M.D. but they are also schooled m 
nutritional and other natural approaches . This organization publishes a 
national referral directory . 

American Association for Health Freedom 

P.O. Box 458 

Great Falls, VA 22066 

800-230-2762 

This political action group is mtvlved m lobbying for legislation that al¬ 
lows medical freedom. It offers a directory of practitioners. books, ana 
other resources on alternative medicine. 


RESOURCES FOR SPECIFIC THERAPIES 

Nutritional Supplements 

Healthy Directions, Inc. 

P.O. Box 6000 
KeameysviUe, WV 25430 
800-722-8008 
www.dnvhitaker.cotn 

Dr. Whitaker's line of high-quality nutnaonal supplements is distributed 
by Healthy Directions. It includes many of the supplements discussed m 
this book for reversing heart disease. 
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Enhanced External Counterpulsation (EECP) 

Yasomedical, Inc. 

ISO Linden Avenue 
Westbuiy, NY 11590 
800-455-3327 

www.naturalbypass.com 

X'asomedical , Inc ., provides information on EECP and a list of clinics of¬ 
fering the therapy . If you would like to consider EECP treatment at the 
Whitaker Wellness Institute, call 800-488-1500 . 

Hyperbaric Medicine Education and Research Institute 

P.O. Box 9653 

Newport Beach, CA 92658 

909-883-0821 

www. wh i t akerwe 11 ness. com 

The Hyperbaric Medicine Education and Research Institute organization 
protides information on hyperbaric oxygen therapy and offers education 
programs for physicians. It also has a listing of chamber locations through¬ 
out the country. To contact the Whitaker Wellness Institute’s hyperbaric 
department , call 800-488-1500. 


MAIL-ORDER SOURCES OF FOOD ITEMS 

Healthful Sweeteners 
Stevia 

Wisdom of the Ancients 

2546 West Birch wood Avenue, Suite 104 

Mesa, AZ 85202 

800-899-9908 

www.wisdomherbs.com 

www.steviaplus.com 
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Body Ecology 

1266 West Paces Ferry Road, Suite 505 
Atlanta, GA 30327 
800-4-STEVIA 
www.bodyecologydiet.com 

Xylitol 

Advantage International 

61 West 74 Street, Suite 6B 
New York, NY 10023 
917-441-1038 

www.advantageintl.qupg.com 

www.xerix.com/cavityfree 

Brown Rice Syrup 

Mother's Market 

225 East 17 Street 
Costa Mesa, CA 92627 
800-595-MOMS or 949-631-4741 

Healthy Salt Substitutes 

Vegetable Seasoning 

Bernard Jensen's Vegetable Seasoning 

P.O. Box 8 

Solana Beach, CA 92075 
800-755-4027 

Cardia Salt 

Whitaker Wellness Institute Vitamin and Book Store 
4301 Birch Street 
Newport Beach, CA 92660 
800-810-6655 
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Whitaker Wellness Health and Nutrition Bar 

Whitaker Wellness Institute Vitamin and Book Store 

4301 Birch Street 
Newport Beach, CA 92660 
800-810-6655 


ADDITIONAL INFORMATION AND 
SUGGESTED READING 


Hypertension 

Reversing Hypertension by Julian Whitaker (New York, N.Y.: 
Warner Books, 2000) 

Diabetes 

Reversing Diabetes by Julian Whitaker (New York, N.Y.: Warner 
Books, 2001) 

(general Health 

Health & Healing, Or. Whitaker’s monthly newsletter, informs 
500,000 readers every month about a variety of aspects of health 
and cutting-edge alternative therapies. Subscriptions are avail¬ 
able from Phillips Publishing Company, 800-539-8219 or 
wu-u.drwhitaker.com 

Dr. Whitaker’s Guide to Natural Healing by Julian Whitaker 
(Rocklin, Ca.: Prima Publishing, 1995) 

Encyclopedia of Natural Medicine by Michael Murray, N.D., and 
Joseph Pizzomo, N.D. (Rocklin, Ca.: Prima Publishing, 1998) 

Encyclopedia of Nutritional Supplements by Michael Murray, N.D. 
(Rocklin, Ca.: Prima Publishing, 1996) 

The Healing Power of Herbs by Michael Murray, N.D. (Rocklin, 
Ca.: Prima Publishing, 1995) 



Qlyctmic Index of Foods 

www.mcndosa.com 

Medical writer Rick Mendosa’s Web site contains extensive lists 
of the glycemic indexes of specific foods. He also has links ro 
many excellent articles explaining the glycemic index. 
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168, 184, 185, 229-30, 238 
Hormone replacement therapy, 151 
Hormones, 293-309 
Hostility, 282-83 
Hot Apple Cider, 417 
Hot Carob Cocoa, 416 
Hot Whole-Grain Cereal, 353 
Human growth hormone, 307-9 
Hummus Sandwich, 380 
Hydrochloric acid, 156 
Hydrogenated fats, 173-74 
Hyperbaric oxygen, 152, 319-23 



Hyperinsulinemia, 53 
Hypertension, 4 , 24, 137, 162 
in African Americans, 10 
diuretics for, 133-34 
and exercise, 253 
magnesium for, 238-39 
and obesity, 54 
and pets, 287-88 
as risk factor for heart disease, 
50-51, 163 
and sodium, 188-89 
Hyperthyroidism, 295-96 
Hypothyroidism, 296-97 

Iceberg lettuce, 185 
Immunoglobulins, 96 
Infection, 46-47 
Inflammation, 4 4 46, 53, 54, 97, 
131,230-33 

Inositol hexaniacinate, 226-27 
Insulin-like growth factor-1, 184, 
308,309 

Insulin resistance, 281, 337 
and DHEA, 294 
and ethanol, 176 
exercise to improve, 253-54 
and fiber, 187 
and increased risk, 52-54 
supplements to improve, 243-44 
and triglycerides, 40 
Interobserver variability, 70-71 
Iron, 242 

Italian Scrambled Eggs, 356 

Japan, 7, 159-60 
Jenkins, David, 192 
Jialal, Ishwarlal, 232 
Job-related stress, 281 

Kanerva. Karl, 142 


Kaplan, Norman, 188 
Kava, 290-91 
Kidneys, 180-81 
Kuo, Peter T., 167 

Labels, 335, 336 
Langsjoen, Peter H., 122, 235 
L-camitme, 237-38 
LDL See Low density lipoprotein 
(LDL) cholesterol 
Lead poisoning, 315 
Left main coronary artery. 91 
Left ventricle, 20. 21 
Legumes, 199, 331 
Lemonade, 418 
Lemon Sauce, 39C 
Lentil Soup, 362 
Levy, Robert I., 65 
Libby, Peter, 82 
Lifestyle, 6-7, 10-15,66. 329 
See also specific aspects, eg Dter 
Lifestyle Heart Trial. 147 
Lipid Research Clinic Coronarv 
Primary Prevention Trial, 35 
Lipoic acid, 244 
Lipoprocein(a). 40-41. 222 
Liver, 226 
Lonsdale, D., 207-8 
Lopid, 118-19 
Lopressor, 125 
Lovascatin, 119, 225, 227 
Low density lipoprotein (LDL' 

cholesterol. 26-27. 33, 35-38. 
44, 53, 120.216.217, 222. 
225-26, 300, 301 

Low-sodium tomato juice, 19&-97. 
415 

Lyon Diet Heart Study, 175 
MacGregor. Graham A., 189 
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Macrophages, 26 
Magnesium, 128, 185, 238-40 
Magnetic resonance imaging (MRI), 
80 

Mammary artery grafts, 96 
Managed care, 324 
Mann, George, 252 
Margarine, 332 
Marinated Broccoli, 373 
Marinated Chicken Breasts, 391 
Masai people, 252 
Maurer. B.J., 95 
Mayonnaise, 376 
Mazess, Richard B., 182 
McCully, Kilmer S., 41, 230 
Meat, 155-56, 157, 179, 328 
Meat substitutes, 342 
Media, 23 
Medical history, 76 
Medications. See Drugs; specific drugs 
Mediterranean diet, 175, 176 
Meltzer, Lawrence, 316 
Menus, 349-50 
Merck & Co., 120, 122 
MET (metabolic equivalent) system, 
262-69 

Methylation, 42, 229, 292 
Meusli, 352 

Mevacor, 119, 120, 122, 225-26, 227 
Mexican Egg Scramble, 357 
Mexican Supper, 395 
Milk, 183-84 

Minerals, 203—4, 211-12, 315 
Minestrone, 364 
Miso Soup, 361 
Mock Mashed Potatoes, 404 
Monacolin K, 227 
MONICA. See Multinational 
Monitoring of Trends and 


Determinants in 
Cardiovascular Disease 
Monounsaturated fats, 174-75 
Mood, 255-56 
Morris, Jeremy, 248, 249 
MRF1T. See Multiple Risk Factor 
Intervention Trial 
MRI. See Magnetic resonance 
imaging 
Muffins, 384 

Multinational Monitoring of Trends 
and Determinants in 
Cardiovascular Disease 
(MONICA), 12-13 
Multiple Risk Factor Intervention 
Trial (MRFIT), 133, 178 
Munth, E.D., 92 
Muscles, 258-59 
Mushroom Gravy, 405 
Mushroom Pilaf, 406 
Music, 289 

Mustard Vinaigrette, 374 
Myocardial infarction. See Heart 
attack 

Nanobacteria, 47 
Negative emotions, 150-51 
Nerves, 93 

Newman, Howard A., 244 
Newman, Mark F., 99 
Niacin, 117, 225-27 
Nissen, Steven E., 70 
Nitric oxygen (NO), 24, 42, 120, 
124, 167, 198, 229, 240-41 
Nitroglycerin, 123-24 
NO. See Nitric oxygen 
Noodle Casserole, 402 
Norepinephrine, 256, 279, 280 
Nuclear imaging, 80 
Nurses’ Health Study, 198 
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Nutritional supplement* 
basic program, 212-14 
and diet, 209 

to improve insulin resistance, 
243-44 

natural versus synthetic, 210-11 
for optimal health, 201-14 
to reverse/prevent heart disease, 
149-50,215-46 
See also Vitamins 
Nuts, 197-98, 344 
Nutty Piecrust, 410 

Oatmeal, 199, 352 
Obesity, 54-56 
Octacosanol, 228 
Oil and Vinegar Dressing, 375 
Oils, 174-75, 178,331-32 
Olive oil, 174-75, 331,332 
Omega'3 fatty acids, 177, 194, 197, 
223-25, 232, 331-32 
Omega-6 fatty acids, 177 
Open-Faced Goat Cheese 
Sandwich, 381 
Orange Drink, 417 
Oriental Chicken Salad, 370 
Ornish, Dean, 146-46 
Osteoporosis, 182 
Overeating, 333 

Overnight Wheat Berry Ceral, 353 
Oxygen, 164, 167, 169, 170, 215-16, 
251,256-57.319-23 

Paffenbarger, Ralph S., Jr., 249 
Pain relief, 92-95,218, 314 
Panax ginseng, 289-90 
Pancakes, 354 
Pasta. 193, 344, 390, 394 
Pasta Putanesca, 398 
Pasteur. Louis, 206 


Patient'physician relationship, 18 
Pauling, Linus, 40, 41. 220 
Peanut butter, 379 
Pea Soup, 362 
Peppers, 398 

Percutaneous transluminal coronary 
angioplasty See Angioplasty 
Pericardium, 93 
Periodontal disease. 47 
Perioperative infarctions. 92-93 
Perrier Surprise. 416 
Personality, 282-83 
PET. See Positron emission 
tomography 
Pets, 287-88 

Pharmaceutical industry, 64. 65 
Physical examination. 76 
Phytonutnents, 1S5 
Picard, Eugene, 142 
Pies, 410-12 
Placebo effect, 9 3 
Plant foods, 155. ISC. 184 - 94 . 
Plaques, 27-28. 70.82. 111-12 
Plasminogen activator inhibitor-1. 
43. 53. 176. N3 

Platelet aggregation. 2 32. 2 \3 
Poached Fruit. 414 
Policosanol, 228, 2 31 
Polyphenols, 174. 1V 
Polyunsaturated tats. I < . - < 8. ' 3_ 
Positron emissiv>n tomographs 

(PET), 80. 310 
Postoperative Jelmum. 98 
Pcftt'pump syndrome. 9p-9, 
Potassium, 1 3 3, 189-^, I9t» 
Potatoes. 405 

Poultry. 179, 342, 387. Wi-*> 
Pregnancy. 30*3-6 
Premann, 303, 304 
Preston. Thomas, 9 3 
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rikin, Nathan, 147, 161 

rikin diet, 161 

gesterone, 303, 305-7 

gestin, 303, 305-6 

•tein, 179-84, 332-33, 334, 336 

vera, 305-6 

tv, Bruce M., 127 

npkin Pie, 411 

estran, 117, 118 

ick Multi-Bean Soup, 363 

inoa, 407 

e and ethnicity, 10-11, 158-60 
lionuclide ventriculography, 80 
atouille, 399 
h, Matthias, 40 
As. See Recommended dietary 
allowances 
ven, Gerald, 40, 53 
ipes 

leverages, 415-18 
breads and muffins, 384—86 
breakfast, 351-59 
lessen, 408-14 
Iressmgs, 375-78, 413 
ish, 387-90 
xxiltry, 387, 391-96 
or reversing heart disease, 
348—418 
a lads, 366-74 
andwiches, 379-81 
auces, 383, 390, 397 
ide dishes, 403-7 
oups, 360-65 

ubstitutions and modifications, 
344-46 

vegetarian, 397-402 


Recombinant bovine somatotropin, 
184 

Recommended dietary allowances 
(RDAs), 204-6,217 
Red blood cells, 164, 165, 169, 170, 
205 

Red yeast rice, 227-28, 231 
Regan, Timothy, 167 
Response-to-injury hypothesis, 24 
Restaurants. See Dining out 
Restenosis, 108, 111, 112 
Rice Pudding, 414 
Ridker, Paul M., 46 
Risk factors 

beyond control, 7-11 
of bypass surgery, 96-97 
diabetes, 51-52 
hypertension, 50-51 
insulin resistance, 52-54 
obesity, 54-56 

Roasted Vegetables in Mustard 
Vinaigrette, 374 
Rolled Fillet of Sole, 389 
Rosalki, Sidney, 205 
Rose hips, 210 
Rosenman, Ray, 282 
Roth, D., 145 
Rudman, Daniel, 307 

S-adenosyUmethionine (SAMe), 
292 

St. John’s wort, 291-92 

Salad Caprese, 367 

Salad dressings. See Dressings 

Salads, 337, 366-74 

Salmon, 197, 388 

Salsa, 388, 395 

Salt. See Sodium 

SAMe. See S-adenosyhmethionine 
Sandwiches, 379-81 



Saphenous vein, 83, 95 
Satiety, 186 

Saturated fats, 171-73, 184, 194, 
222,331,332 
Sauces, 337, 383, 390, 397 
Scrambled Eggs, 356, 357 
Second opinion, 73, 103-4 
Seeds, 344 
Seides, Stuart F., 94 
Selenium, 217, 221, 222 
Sesame Balls, 413 
Sesame Dressing, 375 
Sesame Ginger Chicken, 396 
Shamberger, Raymond J ., 207-8 
Shopping, 335, 340-44 
Shrimp Pasta, 390-91 
Side dishes, 403-7 
Silent ischemia, 29, 31 
Single-photon emission computed 
tomography (SPECT), 80 
Smoking, 152 
Smoothie, 359 
Snacks, 338 

Social support, 274, 287 
Sodium, 188-89, 335 
Soroff, Hany, 312 
Soups, 360-65 
Soybeans, 195-96 
Spaghetti Sauce, 397 
SPECT. See Single-photon emission 
computed tomography 
Spicy Dressing, 377 
Spinach 

creamed, 406 
tofu scramble with, 358 
Spinach Lasagna, 400 
Spinach-Mush mom Salad, 368 
Split Pea Soup, 362 
Squalene, 174 
Stable angina, 29. 88, 235 


Starchy foods, 193 
Statins, 119-23, 198, 231 
Stevia, 192 

Strawberry Shake, 418 
Stress. See Emotional stress 
Sness test. See Exercise stress test 
Stretching, 259 
Stroke, 98, 163, 321-22 
Stuffed Peppers, 398 
Sugar, 191, 331, 335, 336 
Surgery, 62-63 

See also specific procedures 
Swiss-Style Meusli, 352 
Sympathetic nervous system. 279 
Syndrome X, 53, 54. 192 
Synthrotd, 298 
Synip, 355 

Tabouli, 373 
Taco Salad, 371 
Tahini Sauce. 383 
Tamale Pie, 401 

Tangy Thousand Island Dressing, 

377 

Tasty Trout. 389 
Tea, 169, 185,286.416 
Tenyaki Chicken, 3^1 
Testosterone, 298-W 
Thallium scan, 80 
Thiamin. See Vitamin Bl 
Thioctic acid. See Lipoic acid 
Thousand Island Dressing, 3, . 
Thrombolytic therapy. C<> 
Thromboxane A2, 4h 1 H. 2M. - 
Thrombus, 43 
Thyroid deficiencies. 

Thyroid stimulating hormone 

OSH), 297 
Tocopherol^ 210, 2 N 
Tofu Scramble with Spinach, 
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Tohi Steaks, 399 
Tomatoes, 185, 1% 

Tomato juice, 196-97, 415 
Topol, Eric J., 108 
Trans fatty acids, 173-74, 194, 331, 
332 

Transketolase, 208 
Treadmill, 77, 260, 265 
Triglycerides, 39-40, 53, 118, 120, 
162, 165, 167, 177, 223-25 
Trimethylglycine, 230 
Trout, 389 

TSH. See Thyroid stimulating 
hormone 

Tuna-Macaroni Salad, 370 
Tuna Melt, 381 
Turkey, 371, 395 
Turkey Chili, 363 
Turkey Enchiladas, 392 
“Type A” personality, 282 

Ultrafast/rapid CT scan. See Electron 
beam computed tomography 
Ultrasound, 78 
Unstable angina, 29 
Unstable plaques. See Vulnerable 
plaques 

Vacations, 276-77 
Vanadium, 243-44 
VANQWISH (Veterans Affairs 
Non-Q-Wave Infarction 
Strategies in Hospital), 90-92 
Varna men, liman, 142 
Vegetables, 155-56, 184-85, 199, 
331,344, 374 
Vegetable Soup, 361 
Vegetarian diet, 157-58, 180, 
397-402 

Veggie Omelet, 357 


Veggie Salad Spread, 383 
Very-low-density-lipoprotein 
(VLDL) cholesterol, 36, 
38-40, 53, 118, 165,222, 224 
Vesselinovitch, Draga, 141 
Veterans Administration 

Cooperative Study, 85-87 
Viagra, 124 
Vitamin A, 216, 221 
Vitamin Bl, 205, 208 
Vitamin B3. See Niacin 
Vitamin B6, 204, 205, 212, 229-30 
Vitamin Bl 2, 229-30 
Vitamin C, 185, 204, 206, 210, 212, 
216,219-21,238 
Vitamin D, 204 

Vitamin E, 149, 185, 210-11, 216, 
217-19, 220, 221,232-33, 238 
Vitamin K, 211 
Vitamins, 149, 185 
function of, 203-4 
natural versus synthetic, 210-11 
toxicity, 211-12 
See also specific vitamins 
VLDL See Very-low-density- 
lipoprotein (VLDL) 
cholesterol 
Volunteerism, 287 
Vulnerable plaques, 27, 112 

Waffles, 355 
Walker, Ruth M., 182 
Warfarin, 130-31, 233 
Weapons, 156-57 
Weight, 53, 54-56, 186, 254-55 
Weight-bearing exercise, 257 
Weight training, 258-59, 266 
Wheat, 190 

Wheat Berry Ceral, 353 
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Whitaker Wellness Institue, 329, 
422-23 

program overview, 148-52 
success stories, 428-38 
typical day at, 423-25 
typical patient at, 14-15, 137-39 
See also specific program aspects, 
e.g., Diet; Exercise 
White, Carl W„ 71 
“White foods,” 190-91 
Whole-Grain Cereal, 353 
Whole wheat bread, 379, 385 
Whole Wheat Waffles. 355 


Willett, Walter, 173-74 
Williams, Don, 31-32 
Williams, Roger J., 207, 208 
Wine, 176 

Xylitol, 192 

Yogurt, 358 

Yogurt-Chive Dressing, 376 
Yogurt “Ice Cream,” 409 

Zir. Leonard M.. 71 
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REVERSING DIABETES 

Reduce or Even Eliminate Your Dependence 
on Insulin or Oral Drugs 

by Julian Whitaker, M.D. 

Revised and Updated Edition 

Insulin and oral hypoglycemic pills, the conventional treatment for 
diabetes, may, in some cases, be both unnecessary and even danger¬ 
ous. The good news is that many diabetics can control their condi¬ 
tion —naturally and effectively —with diet and exercise. Dr. Julian 
Whitaker here gives you the comprehensive lifestyle program that 
has helped thousands of patients. Along with helping you reduce or 
even eliminate insulin dependency, it can help you lower your 
weight, cholesterol levels, blood pressure, and risk of heart attack. 

REVERSING HYPERTENSION 

A Vital New Program to Prevent, Treat, 
and Reduce High Blood Pressure 

by Julian Whitaker, M.D. 

It strikes one in four Americans without warning, triples your risk 
of dying from a heart attack, increases your risk of stroke seven¬ 
fold, and can lead to kidney disease, diabetes, and blindness . . . 
and to fight it, you may be taking expensive—and dangerous— 
drugs. Now Dr. Julian Whitaker, a leading champion of nutri¬ 
tional medicine, unleashes a new weapon in the war against 
hypertension. His natural program offers a simple yet dramati¬ 
cally effective plan to combat this lethal disease. 


more . . 



REVERSING ASTHMA 

Breathe Easier with This Revolutionary New Program 

by Richard N. Firshein, D.O. 

Here is a guide that not only helps relieve the symptoms of 
asthma but gets to the root of your problem. From a nationally 
renowned asthma specialist who is also a lifelong asthma sufferer, 
this acclaimed book gives you the program Dr. Firshein devel¬ 
oped for himself and his patients. This groundbreaking new pro¬ 
gram will help you cut down on wheezing, allergic reactions, and 
asthma drugs. You’ll learn to change your lifestyle and breathe 
easier—in a way that boosts your vitality and improves vour gen¬ 
eral health. 



